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USE OF HYALURONIDASE WITH LOCAL 


ANESTHETIC AGENTS IN DENTISTRY 


John P. Looby, D.D.S., and Charles K. Kirby, M.D., Philadelphia 


ESPITE the general excellence of local 
anesthesia in dentistry, difficulties are 

? frequently encountered in certain 
nerve block technics. Mandibular injec- 
tions, for example, are often missed be- 
cause of variation in the anatomic planes 
of the ramus, and tuberosity injections 
are often complicated by hematomas. A 
method of increasing the diffusion of 
local anesthetic agents might be of value 
in overcoming these difficulties. In cer- 
tain instances increased diffusion might 
be helpful in infiltration anesthesia also. 
The effect of hyaluronidase in spreading 
the anesthetic action of local anesthetic 
agents has, therefore, been studied. In a 
previous communication our early expe- 
riences in using hyaluronidase with local 
anesthetic agents were described.’ In this 
report much of the experimental data is 


From the Harrison Department of Surgical Research 
School of Medicine, University of Pennsylvania; the 
Surgical Clinic and the Department of Anesthesia, 
Hospital of the University of Pennsylvania, and the 
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Kirby, K.; Eckenhoff, J. E., and Looby, J. P., 
The Use of See With Local Anesthetic Agents 
in Nerve Block and Infiltration Anesthesia. Surgery 
24:739, 1948 


again presented for the convenience of 
readers to whom the first article is not 
readily available. 

Hyaluronidase, the mucolytic enzyme 
that acts on the mucopolysaccharide 
hyaluronic acid, is generally con- 
ceded to be the “spreading factor” of 
Duran-Reynals*? and McClean.* Knowl- 
edge concerning hyaluronidase has re- 
cently been reviewed by Mann and Lut- 
wak-Mann,* and Myer.° Other clinical 
investigations are in process to determine 
the usefulness of hyaluronidase in the re- 
duction of the viscosity of fluid in patho- 
logic joints® and in mesenthelioma of the 
pleura and peritoneum,° the induction of 
pregnancy when infertility is due to a low 


now 


2. Duran-Reynals, The Effect of Extracts of Cer- 
tain Organs From Nerina and Immunized Animals on 
the Infecting Power of Vaccine Virus. J. Exper. Med 
50:327 (Sept.) 1929 

3. McClean, D., The Influence of Testicular Extract 
on Dermal Permeability and Response to Vaccine Vi 
rus. J. Path. @ Bact. 33:1045 (Oct.) 1930. 

4. Mann, T., and Lutwak-Mann, C., Non-oxidative 
Enzymes. Ann. Rev. Biochem. 13:25, 1944. 

5. Green, D. E., Currents in Biochemical Research 

(Myer, K., Mucolytic Enzymes, pp. 277-288). New 
York: Interscience Publishers, 1946. 

6. Ragan, C., and De Lamater, A., Hydrolysis of 
Hyaluronic Acid of Human Joint Fluid in Vivo. Proc. 
Soc. Exper. Biol. @ Med. 50:349 (June) 1942. 


hyaluronidase content of the husband’s 
semen,’ and the facilitation of absorption 
of fluid in hypodermoclysis.** A survey 
of the literature has revealed that the 
idea of using hyaluronidase with local 
anesthetic agents has also occurred to 
Duran-Reynals'® and Consentino,'' who 
did not record any experimental or clin- 
ical data. 


Experimental Observations 


Controlled experiments were done on 
volunteers (medical to deter- 
mine whether a larger area of anesthesia 
results from the injection of hyaluroni- 
and 


students ) 


with local anesthetic agents 
whether the duration of 


affected. The anesthetic solution without 


dase 


anesthesia is 


hyaluronidase was injected on the volar 
surface of the middle third of one fore- 
arm as a control. To 50 cc. of the anes- 
thetic to be injected into the 
same area of the other forearm, 0.8 or 
1.6 mg. of hyaluronidase’? was added. 
Che hyaluronidase used in these experi- 
ments assayed to 150 provisional units 
per milligram by the turbidity reducing 
method of Kass and Seastone.** In the 
experiments in which a vasoconstrictor 
of epinephrine 


solution 


also was used, 0.5 cc 


1:1,000 was added to 50 cc. of ihe anes- 
thetic solution, with and without hyalu- 
ronidase 

The needle was inserted just beneath 
the skin and 3 cc 
injected without advancing the needle. 
At five and ten minutes after the injec- 


of the solution was 


and Conrad, H 


7. Kurzrok, R.: Leonard, S. I 
Infertility. Am. J] 


Role of Hyaluronidase in Human 
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The Clinical Use of Hyaluronidase in Hypodermoclysi 
J. Pediat. 30:645, 1947. 
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Spreading Factors in Infection; Contribution to Host 
Parasite Problem. Bact. R 6:197 (Dec 1942 

tt. Consentino, G Il Fenomenco di Diffusione d 
Estratti Testicolar Fattore R) Nil Tessuto di Granu 
lazione. Pathologica 32:26, 194 

12 Supplied by the Wyeth Institute of Biochemistry 
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the Mucoid of Polysaccharide (Hyaluronic Acid) in 
the Virulence of Group A Hemolytic Streptocci. J 
Exper. Med. 79:31:19 (March) 1944 
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Table |.—Effect of hyaluronidase and epinephrine 
. on area of anesthesia 


Av. area of skin 
anesthesia 
(sq. cm.) 


Number 
of Solution* 
subjects 
Procaine 1 % 8.8 
Procaine 1% + 
hyaluronidase 
Procaine 1 % + 
hyaluronidase + 
epinephrine 17.5 


*See text for amounts and concentrations of solu- 
tions injected 


tions, the area which was anesthetic to 
pin prick was outlined and measured. 
Testing with pin pricks was continued 
until anesthesia disappeared, and the 
time of disappearance was recorded. 

Table 1 shows the increased area of 
anesthesia resulting from the spreading 
effect of hyaluronidase. Deviation was 
not great in any subject, all measure- 
ments falling close to the average. In 
most instances in which hyaluronidase 
was used, anesthesia extended distally to 
the hand as a result of blocking of cu- 
taneous nerves. Measurements of the 
area of anesthesia were made proximally 
and laterally to avoid those areas in 
which anesthesia was due to nerve block. 
A significant observation, which appears 
less striking in actual measurements than 
in the impression of observers, was that 
the degree of spread was greatest when 
epinephrine was added to the procaine- 
hyaluronidase solution. 

In Table 2 the effect of hyaluronidase 
on the duration of anesthesia is shown, 
both with procaine 1 per cent and with 
a longer-acting agent, tetracaine (Ponto- 
caine) hydrochloride, per cent 
Since the period of anesthesia was short- 
of hyaluronidase 


0.15 


ened by the addition 
presumably because of more rapid ab- 
sorption) a vasoconstrictor, epinephrine, 
was added to delay absorption, with the 
result that the duration of anesthesia was 
not significantly different with and with- 
out hyaluronidase. 

During these experiments the follow- 
ing additional observations were made: 
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1. The spreading effect of hyaluroni- 
dase in increasing the area of skin anes- 
thesia was less impressive when injections 
were made intradermally rather than just 
beneath the skin. It is presumed that this 
was due to a less effective action of hyalu- 
ronidase in the dermal and epidermal 
structures than in the more loosely bound 
subdermal and subcutaneous tissues. 

2. The area of skin elevation caused 
by the injection of 3 cc. of procaine just 
beneath the skin was scarcely apparent 
and disappeared within one minute when 
hyaluronidase was used. Without hyal- 
uronidase, three to eight minutes were 
required for disappearance of the eleva- 
tion. 

3. After injections of solutions contain- 
ing hyaluronidase, erythema appeared 
within five minutes and the area of anes- 
thesia corresponded very closely to the 
area of erythema. Without hyaluronidase, 
there was no erythema. 

4. When both 
epinephrine were used together with a 
locally acting there 
blanching of the skin rather than ery- 
thema, and the area of blanching demar- 
cated the area of Without 
hyaluronidase, blanching was the same. 


hyaluronidase and 


anesthesia, was 


anesthesia. 


Table 2.—Effect of hyaluronidase and epinephrine 
on duration of anesthesia 


Av. duration of 
anesthesia to pin 
prick (minutes) 


Number 
of Solution* 
subjects 


28 Procaine 32 
Procaine + 
hyaluronidase 
Procaine + 
epinephrine 
Procaine +- 
hyaluronidase 
epinephrine 
Tetracaine HCl 
letracaine HCl 
hyaluronidase 
Tetracaine HCl 
epinephrine 
Tetracaine HCl 
hyaluronidase + 
epinephrine 228 


*See text for amounts and concentrations of solu- 
tions imypectec 
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5. A few subjects noted slightly more 
tenderness for 24 to 48 hours in the area 


where hyaluronidase was injected than 
in the control arm. There were no othe1 
apparent untoward effects which could 
be attributed to hyaluronidase. 

6. A 


anesthesia could be produced by massage 


further increase in the area of 


toward the periphery. This was also noted 
by Duran-Reynals in experiments with 
india ink." 


Clinical Experience 


Ihe procaine-hyaluronidase-epineph- 
rine solution has been used to produce 
regional anesthesia for general surgical 
and dental procedures. The same concen- 
trations have been used as in the above 
experiments. Epinephrine has been omit- 
ted in digital nerve block because of the 
possibility of producing ischemic gan- 
grene and because the duration of anes- 
thesia required is usually brief. For gen- 
blocks have 


finger, 7; toe, 


eral surgical procedures 31 
been attempted, as follows: 
5; intercostal, 5; brachial plexus, 4; lum- 
femoral and 
cutaneous nerves, 3; and deep 
cervical stellate ganglion, and 
ankle, 1 each. In most instances the onset 
of anesthesia was prompt, and the degree 
anesthesia adequate. 
two notable failures, 


bar sympathetic chain, 3; 
lateral 
wrist, 


and duration of 
Chere 
one a wrist and one a brachial plexus 
block. The cause of these failures was 
not clear. In addition to its use in nerve 
block, 
fully used with local infiltration anes- 
thesia in three patients with acute ankle 


have been 


hyaluronidase has been success- 


sprains, four with subdeltoid bursitis and 
two with acute myositis. In three high 
saphenous ligations a subcutaneous in- 
jection at one point, rather than extensive 
infiltra- 
tion, has provided satisfactory anesthesia. 

Hyaluronidase has been added to pro- 


intradermal and subcutaneous 


caine in producing anesthesia for dental 
procedures in 71 patients. Twenty-seven 
were mandibular blocks, 8 were tuber- 
osity injections and in the remainder local 


infiltration anesthesia was used. It is the 
opinion of one of us who gave these in- 
jections (J. P. L.) that conduction anes- 
thesia was easier to obtain and that the 
anesthesia was more complete than usual. 
When a vasoconstrictor was used there 
were no failures except in 4 patients who 
had an acute pericementitis requiring 
supplementary nitrous oxide and oxygen, 
as is not uncommonly necessary without 
the use of hyaluronidase. In 7 patients in 
whom a vasoconstrictor was not used, 
anesthesia was good in 2, acceptable in 
2 and poor in 3. Infiltration anesthesia 
was easily obtained and widespread. The 
area of spread seemed to be further in- 
creased by massage. The over-all impres- 
sion was that the addition of hyaluroni- 
dase to the procaine-epinephrine added 
facility and depth to dental anesthesia. 


Discussion 


It is evident from the experiments 
described that the effect of 
procaine and tetracaine hydrochloride 
was spread by the addition of hyaluroni- 
dase. In the the 
shortened duration of when 
procaine was used with hyaluronidase 
appeared to be a serious handicap to 
letracaine hydrochloride, a 


anesthetic 


early experiments, 


anesthesia 


clinical use. 
longer-acting agent, was tried but the 
addition of reduced the 
veriod of anesthesia nearly 50 per cent. 
his was thought to be due to accelerated 
absorption similar to that which occurs 
when hyaluronidase is used in hypoder- 


hyaluronidase 


moclysis. 
Although the accele- 
rated absorption has not been explained, 


mechanism of 


an attempt was made to counteract it by 
epinephrine). 


adding a vasoconstrictor 
Chis resulted in prolongation of anes- 
thesia time to about that obtained when 
hyaluronidase was not used in the anes- 
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thetic solution, indicating that epineph- 
rine blocked the accelerated absorption 
effect. 

It seemed likely that if a vasocon- 
strictor decreased the absorption effect it 
might also decrease the spreading effect. 
This did not occur. The spreading effect, 
on the contrary, appeared to be increased 
by epinephrine. Presumably this was be- 
cause the rapid absorption caused by 
hyaluronidase prevented the maximal 
spreading which occurred when absorp- 
tion was delayed by a vasoconstrictor. 

The number of patients in whom hyal- 
uronidase has been used for nerve blocks 
is not yet large. Further studies should 
clarify the advantages and limitations of 
hyaluronidase in producing various types 
of regional anesthesia. In some areas, for 
example, the presence of fascial planes 
may interfere with diffusion. This may 
account for our failures in a brachial 
plexus and a wrist block. Most impressive 
results have been obtained in digital 
nerve block, with prompt anesthesia fol- 
lowing the injection of 2 to 3 cc. of solu- 
tion on each side of the digit. The use 
of hyaluronidase appears to be advan- 
tageous in nerve block and infiltration 
anesthesia for dental patients. 


Conclusions 


1. The addition of hyaluronidase to 
local anesthetic agents injected subcu- 
taneously increased the area of skin anes- 
thesia but decreased the duration of anes- 
thesia, apparently because of accelerated 
absorption. 

2. When epinephrine was added to 
local anesthetic agents the duration of 
anesthesia was approximately the same 
with and without hyaluronidase. 

3. Evidence is presented which suggests 
that hyaluronidase may prove helpful in 
producing regional and infiltration anes- 
thesia in dental and oral surgical patients 
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DIAGNOSTIC IMPLICATIONS OF 


THE SEQUENCE OF ERUPTION 


Thomas D. Speidel, D.D.S., M.S., New Orleans 


N making a diagnostic analysis of the 
developing occlusion of a child pa- 
tient the dentist strives to understand 

several aspects of the problem. These 
aspects may be enumerated generally 
as follows: 

1. To determine what already has 
happened in the child’s dentition and 
adjacent structures. 

2. To understand why the observed 
conditions have occurred. 

3. To foresee what changes are most 
likely to occur if no professional treat- 
ment is administered. 

4. To decide what he, the dentist, can 
and should do to improve both the pres- 
ent and future condition of the patient's 
occlusion. 

The dentist considers many complex 
and interrelated factors in making his 
study and predictions. One of these 
factors, the sequence of eruption of the 
permanent teeth, will be discussed in 
this article. Some of the currently recog 
nized uses of our knowledge of eruption 
sequence will be indicated and a rela- 
tion will be suggested which may be of 
some value in foreseeing certain changes 
in tooth position that may occur. 

Perhaps the most frequent type of 
malocclusion confronting dentists is 
seen in instances where there is too little 
space in the arch from the mesial aspect 
of one first permanent molar to the 
mesial aspect of the other first permanent 
molar to accommodate in proper align- 
ment the permanent teeth which are to 


Read at the cighty-cighth annual session of the Amer 
ican Dental Association, Boston, August 5, 1947 

Dean, School of Dentistry, Loyola University, New 
Orleans 


erupt or have erupted. Such crowded 
arches may occur when the jaw is too 
small, when the permanent teeth are too 
large, when the space from first molar 
to first molar is reduced by mesial tip- 
ping of the first permanent molars or 
when any combination of these condi- 
tions occurs. 

I'he factor in the group of causative 
conditions for which the dentist usually 
feels most responsible is the mesial po- 
sition of the first permanent molars. He 
realizes that the anteroposterior position 
of the first permanent molars is some- 
thing which he might control if he has the 
opportunity, whereas the size of the teeth, 
most certainly, and the size of the jaws, 
probably, are beyond his immediate con 
trol. Consequently, the associated in- 
fluences which affect the anteroposterior 
positions of the first permanent molars 
are of great interest. 

It would appear that not all of the in- 
fluences associated with the mesial tip 
ping of first permanent molars during the 
eruption of the permanent dentition are 
known. True, Brodie,’ Strang? and oth 
ers have presented excellent diagrams 
and explanations of the “anterior com 
ponent of force” which tends to move 
teeth forward. Also, innumerable ob- 
servers have presented case reports and 
research surveys showing that prema- 
ture loss of deciduous molars, especially 
second deciduous molars, frequently is 
followed by mesial tipping of the first 


1. Brodie, A. G., Biologic Aspects of Orthodontia, in 
Dental Science and Dental Art, edited by S. M. Gordon 
Philadelphia: Lea & Febiger, 1938 

2. Strang, R. H. W., A Text-Book of Orthodontia 
Ed. 2. Philadelphia: Lea & Febiger, 1943, p. 67 
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Fig. 1 
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Prompt eruption of each permanent tooth as the corresponding deciduous 


tooth is shed. The upper and lower first molars maintain an end-to-end relation 


throughout these stages. 


pletion of transition to permanent dentition 


permanent molar. Likewise, numerous 
writers have demonstrated that the se 


quence of eruption largely determines 


which bicuspid or cuspid is “blocked 
out” of the line of the dental arch when 
the first permanent molars tip mesially. 

However, there are but incomplete 
explanations of why the first molar some 
times does not tip mesially even though 
adjacent deciduous molars may be lost 
early, or why sometimes the first molar 
tips mesially very rapidly even though 
there is only a short time between shed 
ding of the second deciduous molar and 
eruption of the second bicuspid in its 
The dentist uncer- 


place. views with 


The mandibular second molar erupts 


yrior to com 
(From Broadbent3) 


tainty the first molar that has lost its 
mesial contact support, yet he must de 
cide whether or not an appliance is nec- 
essary to hold the first molar in position. 

I believe that when this problem is 
met in the mandibular arch the dentist 
should include the second molars in his 
study of the patient’s sequence of per 
manent tooth eruption. The time of 
eruption of the second molar relative to 
the time of eruption of the bicuspids 
and cuspid must be observed and con 
sidered in any evaluation of the various 
factors which may influence mesial tip 
ping of the first molar. 

A list of the factors which may have 
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a significant influence on the tendency 
of the first molar, especially the man- 
dibular first molar, to tip mesially prob- 
ably would include at least the follow- 
ing items: 

I. Mesial contact support of teeth 
between the first molars and the incisors. 

2. Occlusion of first molar with op- 
posing teeth, including a consideration 
of the cusp, fossa and groove forms. 

3. Axial inclination of first molar rela- 
tive to axial inclination of opposing 
teeth. 

4. Eruption sequence of second molar 
relative to bicuspid and cuspid eruption. 

A brief consideration of these items 
will disclose their relative importance 
under varying circumstances. 

It is evident that the more continu- 
ously tooth contact support is main- 
tained between the first molar and the 
incisors, the more difficult it is for the 
first molar to tip mesially, despite any 
mesially directed force acting on it. Dur- 
ing the transition from the deciduous to 


the permanent dentition it is impossible 


Fig. 2.—Mesial tipping of lower first permanent 
molar brings about adult occlusion of the first 
permanent molars, a change from the earlier 
end-to-end relation seen in Figure 1. (From 


Broadbent3) 
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Fig. 3.—Adult occlusion of the first permanent 
molars in a dentition at age 7. (From Schour 
and Masslers) 


for such tooth contact support to be 
maintained with absolute constancy. 
However, fairly continuous support is 
maintained in some children, as in the 
case depicted by Broadbent’ (Fig. 1). 

Close observation of the stages from 
9 to 11 years of age shows, especially in 
the lower arch, that as each deciduous 
tooth is lost the succeeding permanent 
tooth erupts promptly, thereby antago- 
nizing any tendency of the first molar to 
tip mesially. That the first molar has 
not moved mesially is indicated by the 
end-to-end upper and lower first molar 
relation shown at both ages 9 and 11. 
Slight mesial movement of the lower 
first molar occurred during eruption of 
the second bicuspid, as indicated by the 
adult first molar occlusion shown at the 
12 year stage (Fig. 2). At this stage the 
mesiobuccal cusp of the upper first molar 
occludes in the buccal groove of the 
lower first molar. 


Occlusion of the First Molar 


The occlusion of the first molar with 
the opposing teeth must not be ignored. 
If the uppel and lower first permanent 


3. Broadbent, B. H., Ontogenetic Development of Oc- 
clusion, in Development of Occlusion. Philadelphia 
University of Pennsylvania Press, 1941. 
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Fig. 4.—In this series the upper and lower first permanent molars are end-to-end 


at ages © and 


molars erupt into the adult cuspal in 
terdigitation as presented by Schour and 
Massler* in their diagrams of the cde 
velopment of the human dentition (Fig 
}), or if the first molars erupt into the 
end-to-end relation, but at an early age 
shift into the adult occlusion as shown 
by Broadbent's drawings of a child from 


» to 8 years of age (Fig. 4), this inte 


cusping will tend to resist mesial tipping 
of the first molar much more effectively 


than when the end-to-end occlusal rela 
tion is maintained well into the period 
of cuspid and bicuspid eruption. In this 
connection it appears probable that the 
cusp, fossa and groove forms of the mo 
lars may influence the precision with 
which the opposing teeth occlude and 


Maury, The Develop 
J.A.D.A. 28:1153 


i. Schour, Isaac, and Massler 
ment of the Human Dentitior 
July 1941 


yul shift into the adult occlusion by age 8. (From Broadbent3) 


5 


thereby affect the forces acting on th 
first molar. 

Lhe anteroposterior axial inclinations 
of the first molars relative to the axial in 
clinations of the opposing teeth are r¢ 
lated to the tendency of the first molar 
to tip mesially as was so well described 
bv Brodie.' He stated: “. 
all show a strong medial inclinat\on ol 
.. these teeth... 
tion ... press strongly against each othe: 


. the molars 


their masses . in fun 
The result of the pressure of two bodies 
both of which lean in the same direction, 
is a resultant of force in that direction.” 
Inasmuch as the amount of this anterior 
inclination appears to vary among pa 
tients, it would seem that the greate: 
the anterior inclination of the upper 
and lower first molars, the greater is the 
likelihood that the first molar will tip 
mesially, and vice versa. 
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Fig. 5.—Eruption of the permanent cuspids and bicuspids prior to eruption of the second molars. 
(From Schour and Massler¢) 


Eruption of Second Molar 


These three factors — mesial contact 
support, occlusion of first molars and 
axial inclination of molars—concern the 
first molar and the teeth mesial to them. 
Now directing our attention to the struc- 
tures distal to the first molar, eruption 
of the second molar is the most signifi- 
cant event that occurs during the transi- 
tion from the deciduous to the perma- 
nent dentition. 

The various tables of eruption state 
that the second molars usually erupt 
during the eleventh, twelfth or thir- 
teenth years. The range given for the 
second molars is usually longer than 
those given for the bicuspids or cuspids, 
which suggests that in some instances 
the eruption of the second molar may 
occur during the period of cuspid and 
bicuspid eruption or sometimes the sec- 


ond molar may not erupt until after the 
cuspid and bicuspids are erupted. The 
first possibility is depicted nicely in 
Broadbent's series of 9 to 11 year old 
stages (Fig. 1) , in which the mandibular 
second molar erupts during the period 
of cuspid and bicuspid eruption. 

The second possibility, relatively late 
eruption of second molar, is demonstrat- 
ed in Schour and Massler’s illustrations 
of 9 to 12 year old stages (Fig. 5) . In this 
series it can be observed that at ages 
11 and 12 the cuspid and bicuspid erup 
tion has occurred prior to the second 
molar eruption. 
arises, “Is it possible that eruption of 
the second molar during the period of 
cuspid and bicuspid eruption makes it 
more likely that the first molar will tip 
mesially than if the second molar erupts 
after the cuspid and bicuspids erupt?” 

Until longitudinal surveys 


The question now 


more 


The Journal of the American Dental Association 


Fig. 6.—Models of lower arch of a child from age 5 to 12 showing loss of right de- 
ciduous molars and mesial tipping of first permanent molar accompanied by eruption 
of second molar prior to eruption of second bicuspid (From Silver) 


and collections of clinical evidence than 
are currently available in the literature 
have been studied, it is impossible to 
answer this question conclusively. How- 
ever, a small amount of available evi- 
dence indicates that second molar erup- 
tion does influence the position of the 
first molars 


Examples 


One pertinent example is an illustra 
tion published by Silvers in 1944 (Fig. 
6). In this series of models of a child 


5. Silver, E. L, Forsyth Orthodontic Survey of Un 
treated Cases. Am. J. Orthodont. & Oral Surg. 30:635 
December) 1944. 


at intervals from 5 to 12 years of age, it 
can be seen that early loss of the lower 
right deciduous molars and relatively 
early eruption of the right second molar 
are accompanied by extensive mesial 
tipping of the right first permanent mo- 
lar and consequent “blocking out” of 
the last tooth to erupt, the second bi- 
cuspid. The left side shows that the 
integrity of the mesial tooth contact in 
the deciduous molar-bicuspid region 
was maintained longer and the left sec- 
ond molar erupted later than the right 
second molar. Yet the last model shows 
the left second molar erupted, no sec- 
ond deciduous molar or second bi 


Fig. 7.—Models of a lower arch in which the right second deciduous molar has been 
lost early. Mesial tipping of the right first permanent molar did not occur until the 
stages shown in B and C at which time the second molar was erupting 
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cuspid yet in view, and some mesial 
movement of the first permanent mo- 
lar. Although the relation of these 
events is less clear on the left side, the 
sequence of events on the right side indi- 
cates that extensive mesial movement of 
the first molar accompanied eruption of 
the second molar during a period when 
mesial tooth contact support of the first 
molar was reduced. 

Another clinical example of second 
molar eruption associated with first mo- 


Fig Series of models showing mesial tipping « 
tion of second molar. This tipping occurred during a ver) 
of an appliance to hold the first m 


J.A.D.A., Vol. 38, January 1949... II 


lar tipping is the case of a well developed 
10 year old boy who came to my atten 
tion because an upper right central in- 
cisor occluded lingually to the lower 
incisor. In examining his mouth it was 
noted that the lower right second decid- 
uous molar was missing (Fig. 7, A). 
Questioning of the child and his parents 
revealed that the deciduous molar had 
been removed more than a year before. 
Measurements showed that the right first 
molar had not tipped mesially, the space 


if left first molar accompanied by erup 
short period prior to the placin 
rin postition 


g 


QT. 
> 


Fig. 9 
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Series showing eruption of cuspids and bicuspids with no significant 


mesial tipping of the first molars and no indication of eruption of second molan 


between right first molar and right lat 
eral incisor equalling the corresponding 
measurement on the left side of the arch. 
Examination of the occlusion showed a 
good adult relation between upper and 
lower first molar. Because of these con 
ditions, especially the long period of 
time during which the right first molar 
had maintained its position despite the 
loss of the second deciduous molar, it 
was decided that this first molar would 
present no problem. 

However, when the patient was seen 
two months later (Fig. 7, B) the first 
molar measurement was checked again 


and surprisingly enough the molar ap 
parently had tipped mesially 2 mm. dur- 
ing that time. Because there appeared 
to be adequate space for the bicuspids 
no appliance was placed in the: lowe 


arch. Observation of this child five 
months later (Fig. 7, C) showed that 
slightly more mesial movement of the 
first molar had occurred and that both 
the first bicuspid and the second mola 
were in process of eruption. In this in 


stance the first molar had maintained its 


position for more than a year until the 
period of active eruption of the second 
molar, and then, during the eruption o! 
the second molar, the first molar tipped 
mesially. 

The left first molar 
have maintained its position, the mesial 
tooth contact support having been kept 


can be seen to 


almost continuously intact by 
eruption of the first bicuspid after the 
shedding of the first deciduous molar, 


and the second molar can be seen erupt 


prompl 


ing. 

Another patient showed mesial tip 
ping of the first molar during the erup 
tion of the second molar even though 
the period of time during which the 
first molar was unsupported was very 
short. Figure 8 presents models of the 
lower arch of a 9 year old girl, A show 
ing the intact arch. B was made on 
after the left second deciduous 
molar was lost. During that week the 
left first molar moved mesially 1 mm. 
In view of this rapid movement, a loop- 
type space maintainer with overlays on 
the left deciduous cuspid and first de 


week 


12 
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Fig. 10.—Roentgenograms showing positions of unerupted second molars alt 


beginning of the series (above) and only slight 
molars twenty-two months later 


ciduous molar was placed. 

This space maintainer was worn for 
six months; then shedding of the de- 
ciduous first molar and cuspid necessi- 
tated removal of the appliance. During 
this period the second bicuspid began 
eruption, and it was hoped that this 
tooth would offer some mesial contact 
support to help the first molar maintain 
its position. Within two weeks measure- 
ments showed that the first molar had 
moved mesially one more millimeter; 
therefore, a passive lingual archwire was 
constructed and placed. Figure 8, C, 
shows the lower arch at the time it was 
decided to place the lingual archwire. D 
shows the arch three months later with 
the archwire in place, the cuspid and bi 
cuspid erupting and the left second 
molar faily well advanced in eruption. 
During the period the lingual archwire 
was worn, no mesial movement of the 
first molar had occurred. 
hus, during the first ten months af 


eruptive progress of second 


be lou 


ter the second deciduous molar was lost 
the first permanent molar was supported 
mechanically except for three weeks. 
Nevertheless the first molar tipped mesi- 
ally a little more than 2 mm. during this 
short period. It appears significant that 
the second molar was erupting at this 
time. The model of the arch when the 
left second molar was erupted complete- 
ly (Fig. 8, E) shows the left cuspid overt 
lapping the lateral incisor by about 2 
mm. which suggests that the loss of ‘ 
mm. of cuspid and bicuspid space on the 
left side contributed to the resulting 
malocclusion. 

Another patient whose cuspids and 


bic uspids el upted well before the second 


molars erupted shows a great contrast 
to the conditions just noted. The five 
models shown in Figure 9 cover a period 
of twenty-two months during which 
the cuspids and 
Chroughout this entire period the right 


first molar had not moved mesially. Meas 


bicuspids erupted 


Fig. 11.—Profile roentgenogram of child whose 
models are shown in Figure 9. The upper and 
lower first permanent molars have remarkably 


little axial inclination toward the mesial 


urements showed that the left first mola 
tipped mesially only | mm. No appli 
ance of any type was used in this arch. 
Ihe sequence of eruption of the cus 
pids and bicuspids shown here is of in 
terest because it depicts the sequence 
which seems to be the most favorable. 
As can be seen on both sides of the arch, 
the cuspid is the first to erupt; this 
is followed by the first bicuspid and then 
the second bicuspid. All these teeth pre 
cede the second molars in eruption. 
Roentgenograms of the bicuspid 


molar areas at the beginning of this 
series (Fig. 10, above) show the second 
slightly below the level 
Similar 


end of this 


molars to be 

of the alveolar process. views 
of the second molars at the 
series, twenty-two months later (Fig. 10, 
below), that the 


have moved occlusally only a short dis- 


show second molars 
tance, the mesial contacts ol these molars 
not yet approximating the distal con 
vexity of the first molars 

In this patient the axial inclination 
of the lower first molars relative to that 
of the upper first molars has practically 


no angular inclination mesially as can 
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be seen on the profile roentgenogram 
(Fig. 11). It is possible that this factor 
contributed to the stability of the lower 
first molars. 

The models shown support the gen- 
erally accepted view that the eruption 
order of cuspid, first bicuspid and sec- 
ond bicuspid, when accompanied by 
proper timing of exfoliation of the corre 
sponding deciduous tooth and the de- 
ciduous tooth immediately distal, per 
mits the cuspid and first bicuspid to o« 
cupy not only the space preserved for 
them by their deciduous predecessors 
but also permits these teeth to encroach 
slightly on the space distal to their pred 
ecessors. Obviously this sequence of 
events is most likely to be accomplished 
satisfactorily when there 
movement of the first molar until afte1 
the second bicuspid erupts. 

Also, it appears that eruption of cus- 
pid and bicuspids prior to second molar 
eruption (as shown in Figs. 3 and 9) 


is no mesial 


gives these teeth a better chance to oc 
cupy as much of the deciduous cuspid 
and molar space as they require because 
the likelihood of mesial tipping of the 
first molars seems to be reduced when 
the second molars are relatively late in 
their eruption. 


Summary 


Data have been presented which sug 
gest the following hypothesis: If the sec 
ond molar is erupting actively during a 
period when the mesial contact support 
of the first molar is reduced, the first 
molar is likely to tip mesially. Or, stated 
conversely, if the second molar remains 
unerupted until after the cuspid and bi 
cuspids erupt, there is less likelihood of 
the first molar’s tipping mesially and 
“blocking out” the bicuspids or cuspid. 

It is to be hoped that this suggestion 
will stimulate clinical researchers to sui 


vey the serial models made of patients 
during the transition from deciduous to 
permanent dentition. If future studies 
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support the hypothesis presented here, 
dentists will have one more guide in at- 
tempting to analyze developing occlu- 
sions and to predict the changes in oc- 
clusion that are likely to occur. 

Many texts on dentistry for children 
state that it is advisable to observe arches 
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in which there has been early loss of 
deciduous molars. It appears probable 
that one factor that should be noted dur- 
ing any such period of observation is the 
timing of the second molar eruption rel- 
ative to the cuspid and bicuspid erup- 
tion. 


DENTAL RESEARCH AND THE 


NATIONAL INSTITUTE OF HEALTH: 


H. Trendley Dean,* D.D.S., and Francis A. Arnold, Jr.,f D.D.S., 


Bethesda, Md. 


HE present Dental Research Section 
of the Division of Physiology, Experi- 
mental Biology and Medicine Insti- 
tute, National Institute of Health, is lo- 
cated at Bethesda, Maryland, a suburb 
of Washington, D. C. It developed from 
a Dental Hygiene Unit started in 1931 


primarily for the purpose of studying the 


disease then known as 


endemic dental 
“mottled enamel 

The Dental Hygiene Unit of that time 
consisted of one dental officer assigned 
to the Division of Pathology and Bac- 
teriology, National Institute of Health. 
Except for a two-year period (1933 to 
1935) when the Dental Hygiene Unit 
was transferred to the headquarters of 
the Division of Scientific Research to 
conduct the study known as the Dental 
Health Survey, dental research at the 
National Institute of Health has been 
maintained continuously. 

*Dental director, U. S. Public Health Service, and 
chief, Dental Research Section, National Institute of 
. surgeon, U. S. Public Health Service, and 


assistant chief, Dental Research Section, National In- 
stitute of Health 


On its return to the Institute in 1935, 
Dental Hygiene was still a separate field 
unit of the Division of Scientific Re- 
search, U. S. Public Health Service, and 
for administrative purposes was again at- 
tached to the Division of Pathology and 
Bacteriology. In the reorganization of 
1937, when the Division of Scientific Re- 
search was combined with the National 
Institute of Health, dental studies be- 
came an integral part of the newly cre- 
ated Division of Infectious Diseases. They 
continued as such until January 1, 1944, 
when they were transferred to the Divi- 
sion of Physiology and became the Den- 
tal Research Section. 

Between 1931 and 1948 the National 
Institute of Health has undergone several 
organizational changes. Formerly, the Di- 
vision of Industrial Hygiene and the Di- 
vision of Public Health Methods were 
integral parts of the National Institute 
of Health and dental research work was 
also conducted by personnel in these two 
Divisions, the Hagerstown (Md.) survey 
by the Division of Public Health Meth- 
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ods being a well known study of that 
period. This report, however, will be lim- 
ited to the history of the growth and de- 
velopment of the present Denial Re- 
search Section, Division of Physiology. 
At present, all dental research work of 
the National Institute of Health is being 
conducted within this Section. 


Studies, Past and Present 


Activities during the first few years 
centered on the study of an endemic 
dental disease known as mottled enamel. 
This investigation included epidemio- 
logic, chemical and experimental stud- 
ies. The epidemiologic studies yielded 
relatively precise quantitative data on the 
relation of the disease to the fluoride 
concentrations of the domestic waters 
and pointed significantly to the conclu- 
sion that fluoride in drinking water is re- 
sponsible for mottled enamel. From these 
fluoride-mottled enamel studies came the 
very important discovery that a water- 
borne chemical (fluoride) can affect the 
prevalence of dental caries. 

Many studies looking toward a com- 
plete understanding and practical appli- 
cation of the fluoride-dental caries re- 
lation are now in progress. Other dental 
research activities by necessity have ex- 
panded into several related fields which 


seemed to give promise of fruitful re- 
sults. Thus, the Dental Research Section 
now finds itself working in many special 


branches of the sciences; for example, 
epidemiology, hydrology, _ biostatistics, 
water chemistry, biochemistry, bacteriol- 
ogy, spirochetology, oral pathology, phys- 
iology and biophysics. 

The growth and development of den- 
tal research in this Section may be out- 
lined briefly by enumerating studies com- 
pleted or in progress. 

Epidemiology..1. A study of the etiology, 
geographic distribution, incidence, period 
threshold, 
between fluoride 
effect, 


of susceptibility, minimal 


quantitative relation 


concentration and clinical and 
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methods of prevention of endemic dental 
fluorosis (mottled ename]). 

2. The conclusive demonstration of a 
remarkable relation between fluoride 
content of public water supplies and the 
prevalence of dental caries. From these 
studies there has developed the possibility 
of an en masse partial control of dental 
caries by building up the fluoride con- 
centration to the optimal level for dental 
health (1.0 ppm of fluoride). 

3. In collaboration with the Dental 
Health Section, States Relations Divi- 
sion, U.S.P.H.S., the Michigan Depart- 
ment of Health and the University of 
Michigan, the fluoride-dental caries hy- 
pothesis is being subjected to experi- 
mental verification through the fluorina- 
tion of the public water supply of Grand 
Rapids, Michigan, a city of some 165,000 
persons. 

4. At the U. S. Coast Guard Academy 
a study was made to determine whether 
one application of a topically applied 
fluoride solution would influence the in- 
cidence of dental caries in a young male 
population of military age. No difference 
was noted between the treated and the 
control group. 

5. During and following World War 
II, studies on ulcerative stomatitis (Vin- 
cent’s infection) were conducted among 
U. S. Coast Guard and U. S. Maritime 
Training personnel at two East Coast 
stations and among U. S. 
German civilians in the U. 


troops and 
S. Zone of 
Germany. 

6. An investigation completed recently 
concerned possible dental factors in the 
epidemiology of poliomyelitis; no differ- 
ence in the dental caries experience was 
noted among the case, contact and con- 
trol groups studied at Minneapolis. 


Water Chemis’ry (in collaboration with 
the Laboratory of Chemistry, National 
Institute of Health).—-1. The develop- 
ment of an analytical method for the de- 
termination of fluoride in drinking wa- 
ter, accurate to 0.1 ppm of fluorine. 
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2. A survey of the fluorine and other 
mineral contents of public water sup- 
plies, particularly in fluoride areas. 

3. Development of two methods of re- 
moving excess quantities of fluoride from 
drinking waters. 


Biochemistry (human studies and animal 
experiments ).—1. In a study of approxi- 
mately 4,000 high school boys and young 
selectees for the Armed Forces a remark- 
ably close correlation was observed be- 
tween urinary fluoride concentration and 
domestic water fluoride in the range of 
0.5 to 5.1 ppm of fluoride. In this range 
water-borne fluorides seemingly present 
no public health hazard, the fluorine be- 
ing eliminated almost quantitatively in 
the urinary excretion. In these same pop- 
ulations no differences in bone fracture 
rates were noted. 

2. Through precise quantitative stud- 
ies, total fluorine ingested in the food and 
drinking water of five young adult men 
was found repeatedly to be almost com- 
pletely eliminated in the combined urin- 
ary and fecal excretion and the perspira- 
tion. The presumption that cumulative 
toxic bone fluorosis might follow the con- 
tinued use of higher fluoride domestic 
waters would seem unwarranted in view 
of the evidence that a remarkably effi- 
cient excretion of fluorine is a normal 
function of the body. 

3. The fluorine content of human sa- 
liva is of the order of 0.1 ppm and does 
not vary significantly among users of do- 
mestic waters in the range of 0.0 to 1.8 
ppm of fluorine. The saliva of children 
using a domestic water in this range of 
fluoride concentration showed no differ- 
ence in amylolytic action. 

4. In an early mottled enamel experi- 
ment, comparable changes were observed 
in the teeth of rats that drank a 10% 
concentrate of the Conway (S. C.) water 
and that drank a distilled water 
containing the same amount of fluoride. 
A third group of rats given a synthetically 
prepared drinking water similar in chem- 


those 
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ical composition to the Conway water 
except that it contained no fluoride 
showed no dental changes. 

5. Prolonged ingestion of sublethal 
quantities of fluoride by laboratory ani- 
mals (the white rat, monkey and guinea 
pig) has added to the knowledge of po- 
tential hazards of human fluoride toxi- 


cosis. 

6. Dental caries in the white rat is de- 
cisively inhibited by fluoride. Fluorine is 
retained in the dental tissues of the dog 
and the rat. This fluorine may have an 
important role in protecting these teeth 


from decay. 

7. The fluorine content of human teeth 
is being studied in relation to caries sus- 
ceptibility. 

8. An antibiotic, penicillin, as well as 
fluoride and iodoacetate, causes a striking 
reduction in experimental rat caries and 
markedly affects the character of the rat’s 
oral flora. 

9. The Syrian hamster, a small rodent, 
was introduced as a new experimental 
animal that develops lesions 
somewhat similar to the lesions of human 
dental caries. This animal may prove 
superior to the white rat for the study 
of experimental dental caries. 

10. Surface defects experimentally pro- 
duced in the molars of rats by certain 
common acid drinks and beverages re- 
semble human dental erosion, a little 
understood dental-surface defect. 

11. Positive evidence of the occurrence 
of citric acid in human saliva has been 
demonstrated; studies on a possible rela- 
tion of salivary citric acid to dental ero- 
sion and dental caries are being made. 


carious 


Bacteriology.—1. The etiology of dental 
caries seems Closely associated with bac- 
teria of the oral cavity, particularly the 
Lactobacillus acidophilus. Studies have 
indicated that the number of these or- 
ganisms in the oral cavity bears some re- 
lation to the intensity of dental caries 
attack, as manifested either by the inci- 
dence of dental caries or, when studied 


by the epidemiologic method, by dental 
caries prevalence rates. 

2. The oral flora, and particularly the 
L. acidophilus, are being studied as to 
activities and occurrence in experimental 
animals (the white rat and the Syrian 
hamster) . 

3. The nutritional requirements and 
metabolic products of different types of 
micro-organisms present in oral flora are 
regarded as variable factors important in 
relation to dental caries. The reactions 
of pure cultures of these organisms with 
common dietary constituents, 
such as sugars, proteins and fats, are 


various 


now being studied. 

4. In collaboration with others, studies 
were conducted on the air transmission 
of micro-organisms derived from the res- 
piratory tract, the L. acidophilus being 
used as the test organism. 


Oral Spirochetology (A.D.A. research as- 
sociate ).—The American Dental Associ- 
ation sponsors a research associate who 
is actively engaged in the study of oral 
spirochetology. He has developed tech- 
nics for the routine isolation and cultiva- 
tion of small oral spirochetes and has 
isolated in pure culture four strains of 
organisms morphologically similar to Bor- 
relia vincentii. 

Methods and technics have been de- 
veloped for preserving the viability of 
oral strains of spirochetes and cultural 
strains of Treponema pallidum by drying 
them from the frozen state. 

Animal experiments with pure strains 
of oral spirochetes gave no evidence of 
pathogenicity. Thus far no serologic stud- 
ies with these organisms have been re- 
ported in the literature. It is particularly 
significant, therefore, that media and 
technics have been developed success- 
fully for the mass cultivation of spiro- 
chetes for intravenous inoculation of rab- 
bits and for use as antigen in performing 
microscopic agglutination tests. The spi- 
rochetes have proved to be highly anti- 
genic, and the methods developed may 
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make possible a sound serologic classifi- 
cation of oral spirochetes. 


Physiology and Biophysics.—In dental ca- 
ries research it is scarcely possible to 
place too much emphasis on a study of 
the basic histologic structures of the 
teeth. This is particularly true of the 
enamel surface of the teeth, which is in 
immediate contact with the saliva and 
with foods, beverages and drinking wa- 
ters as they pass through the oral cavity. 
This particularly promising field of study 
is receiving special attention by means 
of optical and electron microscopy. 
Hitherto undiscernible details of tooth 
surfaces have been demonstrated by use 
of the electron microscope. 

In collaboration with the Laboratory 
of Physical Biology there has been devel- 
oped a technic for the production of 
metal-shadowed collodion replicas of 


tooth surfaces. These replicas may be ob- 
tained from tooth surfaces in situ, an 
especial advantage for epidemiologic as 


well as laboratory animal studies. At 
present, tooth surfaces specific for age 
are under investigation as well as the ef- 
fect of different chemical agents. 


Personnel 


In keeping with the growth and ex- 
pansion of this research activity, increase 
in personnel has followed. As of April 1, 
1948, the Dental Research Section had 
24 full time workers, 23 follows: 

commissioned officers, regular corps 

commissioned officers, reserve corps 
civil service employees, professional 
civil service employees, subprofessional 
clerical employees 

American Dental Association em- 

ployee, professional 

American Dental Association em- 

ployees, subprofessional 

In addition, a civil 
chemist, Chemical Laboratory, devotes 
much of his time to dental research. The 
commissioned officers include dental of- 
ficers and scientist officers. 


service seniol 
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Comment 


Dental research has constituted an in- 
tegral part of the research program of the 
National Institute of Health for a num- 
ber of years. The growth of the unit has 
been slow but continuous, increase in 
present activities being limited largely by 
the unavailability of additional trained 
dental investigators. 

An inspection of the summary of ac- 
tivities of the Dental Research Section 
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gives some inkling of a few of the diverse 
fields into which dental research may 
lead. It suggests the complex problems 
confronting dental research. Obviously 
many branches of science must be util- 
ized in elucidating problems as they 
arise; close integration with associated 
disciplines cannot be too strongly empha- 
sized. 

Development of basic research consti- 
tutes the major challenge confronting 
dentistry today. 


A QUESTIONNAIRE SURVEY 


J. M. Wisan,* D.D.S., Providence, R. |., 
and Allen O. Gruebbel,+ D.D.S., Chicago 


nized the importance of dental health 

education in aiding people to protect 
or improve mouth health. A variety of 
educational technics and media is used 
for the purpose of disseminating infor- 
mation and of motivating good health 
habits. 

In order to select the most effective 
technics and media, it is important to 
know the prevailing attitudes and con- 
cepts of the lay public, as well as the 
extent to which people follow good den- 
tal health habits. To aid in improving 
dental health education programs, a 
study was made to determine (1) the 
public’s source of dental health informa- 
tion, (2) the public’s toothbrushing and 
other oral hygiene habits and (3) the 
number of persons who obtain the dental 


[) seca authorities long have recog- 


*Director, Jose h Samuels Dental Clinic, Rhode 
Island Hospital, Providence, R. I.; formerly Director, 
Division of Dental Health Education, American Dental 
Association. 

+Executive secretary, Council on Dental Health, 
American Dental Association. 


treatment recommended by the dentist. 

From answers to mailed questionnaires 
(Table 1), the dental practices of 5,480 
families were surveyed. These families 
constitute a panel used by a national 
advertising agency’ as a representative 
sampling of the buying public of the 
United States. The families reside in 
various sections of the United States and 
in areas of differing populations, repre- 
sent high, medium and low economic 
levels and are comprised of all ages and 
both sexes (Table 2) 

Approximately half of the families 
were used in the study of toothbrushes.’ 
The other half were queried to obtain 
data concerning dental health habits. Of 
the questionnaires sent to 2,750 families, 
2,205 (80 per cent), representing 7,057 
persons, were returned. Housewives sup- 
plied the answers for all members of the 


1. J. Walter Thompson Company, Chicago. 

2. Gruebbel, A. O., and Wisan, J. M., A Study of 
Toothbrushes in Wse in American Homes. /.A.D.A. 
37:346 (Sept.) 1948 
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Table |.—Questionnaire mailed to 2,750 families 


DENTAL HEALTH HABITS 
Name 


City and State 
Read instructions over carefully and follow them in filling out this special questionnaire. 
A. Where does your family get its information about diet and nutrition? (For any source(s) used, rank 
1, 2, 3, etc. in order of importance of source 
Pamphlets and leaflets Friends 
Books Physician 
Advertisements-—magazines or newspapers Dentist 
Articles or items—magazines or newspapers Nurse 


Advertising on radio Other 


| 
Lectures or talks on radio E xpiain 


Lectures—public or schools 


Where does your family get its information about denial health and dental health habits? (Kor any 
source(s) used, rank 1, 2, 3, etc. in order of importance of source. 


Pamphlets and leaflets Friends 
Books Physician 
Advertisements— magazines or newspapers Dentist 
Articles or items—magazines or newspapers Nurs« 
Advertising on radix Other 

Lectures or talks on rad 

Lectures—public or schools 


How do you tell when your toothbrush needs replacing? (Explain 


What is your usual practice in using a toothbrush? 
(circle number) 
Jse 1 brush until it needs replacing 
J 2 or more brushes alternately, change 
brushes each time teeth are brushed 
Do not use a toothbrush 


How many times a day are teeth usually brushed?! 
(Write in 0, 1, 2,3, etc. |__ti times 

At what time(s) during day are teeth brushed?| 
(circle numbers 

1. On arising 

2. After breakfast 

3. Before noon meal 

4. After noon meal 

5. Before evening mea! 

6. After evening meal 
Before retiring 
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Table |.—Questionnaire mailed to 2,750 families (cont'd.) 


What dental hygiene habits, other than tooth- 
brushing, are practiced frequently? (circle num- 
bers) 

. None 

Mouthwash 

. Toothpicks 

Dental floss 

. Chewing gum 

. Apple eating 
Finger tip massage 


. Other 


& 


NSO Whe 


. How many times during the last 2 years was a den- 
tist seen for a checkup? 


times | __times | __times | __times times 


How many times during the last 2 vears was a den- 


times | times | __times 


times | times 


tist seen for an emergency? 
Which of the following most nearly describes what 
you actually did in carrying out recommenda 


tions dentist made for fillings, extractions 


bridges, etc. during the last 2 year 
No work necessary—teeth O.K. 

All work recommended completed 
Part of work done; postponed some 
None of recommended work done 


the 
bear in 


family. In evaluating information 
obtained, must mind the 
possibility of error through obtaining a 
report from only one member of a fam- 


one 


ily. In this article are presented the most 
significant data obtained from our study. 
Readers 
comprehensive data are referred to the 
entitled “Dental Health Habits 
of 2,205 Families,” single copies of which 


interested in obtaining more 


report 


may be obtained from the American Den- 
tal Association, 222 East Superior Strect, 


Chicago. 
Sources of Information 


Dental authorities agree that optimum 
dental health may be attained most effec- 
tively by eating proper foods, by follow- 
ing accepted dental hygiene practices and 
by obtaining regular and complete den- 
tal care. However, the 


average pel son 


must be given specific information con- 
cerning foods conducive to dental health. 
Likewise, he must be instructed with 
regard to effective dental hygiene prac- 
tices and dental treatment. What are the 
most effective media for providing the 
public with such information? 

From data presented in Table 3, ob- 
tained from answers to questions A and 
B in the questionnaire, it would appear 
that most of the respondents (82.9 per 
cent) obtained information about nutri- 
tion from physicians. An even greater 
proportion of the respondents (92.7 per 
cent) obtained dental information from 
dentists. Pamphlets, books, advertise- 
ments, radio and public school lectures 
were resorted to by many of the respond- 
ents. Thus, all available media for dis- 
seminating authentic dental health infor- 
ination may be recommended to support 


» 
Age Age: Ave:-. Age: Age :-— 
Sex Sex: Sex*- Sex Sex:—— 
G 
l 
2 
3 
4 
6 
7 
8 8 | 8 
l 
2 2 2 2 2 2 
3 3 3 
| + 4 4 4 | 4 
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Table 2.—Comparison of families reporting 
(2,205) with total families on panel (5,480) 
r cent | Per cent 
of 5,480 
families 


Per cent 
of 2,205 
| families 


Economic class 


Upper 
Middle 


Lower 


Total 100.0 | 100.0 


Population* 
37.2 
28.6 
34.2 


Metropolitan 
Smaller cities 
Small towns and rural 


Total 100.0 


States 
Northeastern 
Southern 
North Central 
Western 


Total 100.0 


*Metropolitan cities, 250,000 and more; smaller cities, 
»,.000 10 250.000; small towns and rural areas, up to 


100.0 


000 


the efforts of dentists, physicians, nurses 
and dental hygienists. 


Dental Habits 


Table 4, based on answers to questions 
D, E and F, indicates that 95.6 per cent 
of the respondents used a toothbrush. Of 
these, 42.8 per cent brushed their teeth 
twice a day, and only 18.8 per cent 
brushed their teeth at least three times 
a day. Eighty per cent of the individuals 
studied used only one brush. Slightly 
better routine care in toothbrushing was 
reported by the high economic groups 
than by the lower groups. Likewise, 
better care was noted among the females 
than among the males. Before retiring 
was the time preferred for brushing 
teeth by 59.9 per cent of the persons 
studied ; 49.4 per cent brushed their teeth 
on arising; 34 per cent after breakfast; 
18.3 per cent after the noon meal, and 
20.5 per cent after the evening meal. 

The Dental Association 
through its Dental Health 


American 
Council on 
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Table 3.—Sources from which 2,164 families ob- 
tained information about nutrition and dental 
health 


Dental 
health; 
respond 
ents 


\Diet and 
nutrition; 
lrespond- 


ents 


Sources of 
information 


No. |% [No.1 
1,091/50.4} 889 
| 970/44.8| 740): 
11,042/48.2) 945 
1,613/74.5}1,342 
900 
1,065}49.2 863|39.9 
44.1) 939|43.4 
3|38.5| 579/26.8 
82.9} 964)44.5 


Pamphlets and leaflets. 
Books 
Newspaper advertisements 


Articles 


985)45.5 


Radio advertising 

Radio lectures 

Public and school lectures 
Friends 


Physician 


Dentist | 44.8)2,008 92.7 


Nurse 


Others. 


31.5] 653}30.2 
15.9| 8.8 


advises brushing the teeth immediately 
after eating. Evidently the American 
public is not aware of the importance of 
brushing the teeth immediately after eat- 
ing or finds it inconvenient to do so. 


Table 5, based on answers to question 
G, indicates that the use of mouthwash 
outranks dental hygiene habits except 
toothbrushing, with 37.1 per cent of the 
persons studied reporting the use of a 
mouthwash. It would be interesting to 
obtain information concerning the rea- 
sons for using mouthwashes. Do persons 
expect a mouthwash to prevent odors 
which they assume come from the 
mouth? Do they still expect therapeutic 
or cosmetic benefits from commercial 
mouthwashes in spite of proof to the 
contrary by dental authorities? 

The use of chewing gum was reported 
by 27.9 per cent of the respondents, and 
the use of toothpicks was reported by 25.3 
per cent. Dental floss was used by 18.2 
per cent. Other adjuncts reported by a 
few of the respondents (2.8 per cent) 


14.0 | 15.1 
35.1 32.9 
50.9 | 52.0 
i 
87 
28.7 
$44 
27.7 | 27.5 
sa) 
34.4 33.4 
| $44 
| 
\ 
{ 
i 
| 
| 
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Table 4.—Habits in use of toothbrush practiced 
by 7,057 persons 


Number! Percent 
of re- | of 7,057 
| spond- 
} ents 
Use 1 brush until it needs 
replacing 
Using 2 or more brushes alter- 


Practice in 
using toothbrush 


nately 
Do not use toothbrush 
No reply 
Number of times a day 
teeth are brushed 


None 
One 
Two 
Three or more 
No reply 

When teeth are brushed 
On arising 
After breakfast 
Before noon meal 
After noon meal 
Before evening meal 
After evening meal 
Before retiring 
No reply 


were Stimudents, Bon-Ami, calcium tab- 
lets, cotton, olives, washcloth and vita- 
mins. 


Dental Treatment 


Checkups.—The premise that the aver- 
age person should visit the dentist twice 
a year for dental examination was ac- 
cepted by the investigators. This survey 
revealed that only 20.4 per cent of the 
persons studied had gone to a dentist 
twice a year for a checkup during the 
preceding two years (Table 6, first sec- 
tion), in spite of the fact that during this 
period the American people enjoyed the 
highest standard of living in history.* Of 
the males, 17.8 per cent reported semi- 
annual dental checkups; females showed 


a higher percentage (22.8 per cent) .* 


3. Monthly letter, National City Bank, New York. 
Chicago Journal of Commerce (July 3) 1948. 
4. Wisan, J. M., and Gruebbel, A. O., Dental Health 


Habits of 2,205 Families. Chicago: American Dental 
Association, 1948 
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Since 1 and 2 year olds rarely require 
visits to the dentist, they were not in- 
cluded in the compilation. Table 7 shows 
that 16.1 per cent of the 3 to 9 age group 
had gone to the dentist twice a year dur- 
ing the past two years; of the 10 to 19 
age group, 29.6 per cent had gone to the 
dentist twice a year for a checkup; of the 
20 to 29 age group, 22.3 per cent; of the 
30 to 49 age group, 21.6 per cent, and of 
the 50 and over group, 15.7 per cent. 

The most marked neglect seemed to 
be in the 3 to g age group. This neglect 
among the youngest children is even more 
striking when one compares the various 
age groups with respect to the failure 
to go to the dentist even once within the 
past two years. Of the 3 to 9 age group, 
29.9 per cent had not gone to a dentist 
for a checkup within the past two years. 

The percentages of those in the other 
groups who had not gone to a dentist 
within the past two years were as follows: 
of the 10 to 19 age group, 8 per cent; 
of the 20 to 29 age group, 11.5 per cent; 
of the 30 to 49 age group, 16.8 per cent. 
In this category the 50 and over group 
with 31.8 per cent showed the poorest 
record. However, it must be remembered 
that since so many of the persons aged 
50 and more no longer have their natural 
teeth, the high percentage who fail to 
go to a dentist is not as significant as the 


Table 5.—Dental hygiene habits other than tooth- 
brushing practiced by 7,057 persons 


Number of 


respondents 


Per cent 
of 7,057 


Dental hygiene | 
habits 


1,603 
2,616 
1,784 
1,285 


1,034 


None 
Mouthwash 
Toothpicks 
Dental floss 
Chewing gem 
Apples 
Finger tip 
massage 
Other* 
No reply 


ko 
1 


*Stimudents, Bon-Ami, calcium tablets, cotton, olives, 
washcloth, vitamins A, B and C for tender red mouth 
tissue, and so forth 


1,101 15.6 
172 2.4 
141 2.0 
163 2.3 
2.307 32.7 
3.023 $2.8 
1,322 18.8 
242 3.4 
3,489 19.4 
2,397 34.0 
122 1.7 
1,288 18.3 
162 2.3 
1,449 20.5 
4,225 | 59.9 
320 4.5 

| 

198 2.8 
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Table 6.—Dental treatment during last two years by economic groups 


Upper 
economic 
group 


Lower 


Middle 


economic economic Total 


group group 


Number|Per Number|Per cent} Number/Per cent| Number! Per cent 


| of re- 
spond- 


of re 
Checkups 


spond 


ents ents 


None 

One 

Iwo 

lhree 

Four or more 


No reply 
Tot al 


Emergency 
None 
One 
Two 
Chree 
Four or more 
No reply 120 


Potal 1,019 100.0 


lreatment: fillings, extractions, bridges and so fort 
14.0 


No treatment necessary 


All recommended treatment com 
ple ted 

Part of recommended treatment 
obtained 

None of recommended treatment 


14.0 


obtained 


No reply 142 


1,019 | 100.0 
high percentage in the 3 
In the 3 to 9 age group, neglect of 
visits to the dentist is deplorable because 
confident that 
adults be 


to 9 age group. 


dental authorities are 


many dental diseases in can 
prevented by providing dental treatment 
for the younger children. 


Differences were shown among the 


groups studied. Of the 
upper 33-4 
had gone to a dentist twice a year for a 


three economi 


economic group, per cent 


checkup; of the lower economic level, 


15.1 per cent lable 6. first section 


i Dental Cari¢ Chicago American 


1945, p. 2 


The ¢ ntrol 


Dental Association 


of re- of re of re- of re 


spond 


of re of re 
spond 


ents 


spond- | spond- spond- | spond- 


ents ents ents ents ents 


20.8 
21 


9 


18.4 R95 
20.7 839 
4 SOO) 
7 288 


189 


2,491 100.0 100.0 100.0 


Surprisingly, no appreciable difference 
between metropolitan and rural areas 


was found (Table 8, first section 


Emergency Treatment.—-During the past 
two years 27.4 per cent of the respondents 
found it necessary to go to a dentist for 
emergency treatment (Table 6, 
section ). The number of individuals from 


second 


the various economic groups showed only 
slight differences in the amount of emer- 
gency treatment required. Evidently peo- 
ple in the low economic group make fi- 
nancial sacrifices, and residents of rural 
areas disregard traveling difficulties in 


order to obtain emergency dental treat- 


24 
if 
| 
j 115 11.3 = 29.2 | 1,470 
193 | 18.9 24.7 | 1,548 
i 223 21.9 632 24.6 1.655 
109 10.7 217 614 
340) 33.4 $63 22.7 1,439 20.4 
39 38 103 33] 4.7 
1.01 100.0 2.491 | 100.0 | 3.547 | 100.0 | 7,087 | 100.0 
| 59.0 | 1.552 62.4 | 2.111 5y.5 | 4,264 60.5 
20.3 454 682 19.2 1.343 19.0 
I 6. 142 5.7 | 198 5.¢ 407 5.8 
i 0.7 ? 14] 17] 103] 
1.7 30) 1.2 1.1 83 1.1 
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Table 8.—Dental treatment during last two years by population groups 


Metropolitan 
cities* 


Small towns and Total 


rural areas* 


Smaller 
cities* 


Number 
of re- 

spond 
ents 


of re- 


Checkups 


ents 


Percent 


spond- 


Number 


Percent 
of re- 
spond- 

ents 


Per cent|Number 
of re- 

spond- 
ents 


Number 
of re- 
spond- 

ents 


Percent 
of re- 


spond- 
ents 


of re- 


spond- 
ents 


521 
576 
626 
242 
618 

06 


19.4 
21.5 
23.6 

9.0 


None 

One 

Two 
Three... 
Four or more 


No reply 


3.5 


Total 100.0 


Fillings, extractions, brid 


No treatment necessary 

All recommended treatment com 
pleted 

Part of recommende 
obtained 

None of recommend 
obtained 

No reply 


treatment 


ad treatment 


| 


Total 2,679 
*Metropolitan cities, 25 
25,000 


ooo and more; 


Chere were also only slight differ- 


the 


ment. 


ences among various geographic 


areas. 
the 


During past 


Completed Treatment 
two years 63.3 per cent of persons with 
high incomes and 55.6 per cent of those 
had all 
treatment completed 
However, only 


moderate incomes recom- 
mended dental 
Table 6, third section 


44 per cent of persons in the low eco- 


with 


nomic group had all recommended treat 
ment. Note the differences 
among the economic levels in obtaining 
complete dental treatment, although rela- 
differences noted for 
emergency treatment. The data showed 
that 50.9 per cent obtained all treatment 
recommended by the dentist within the 


significant 


tively small were 


past two years. 


23.0 


maller cities 


100.0 | 1,982 | 100.0 | 2,396 


1,982 


551 
545 


398 
427 
441 
183 
429 
104 


bh 


oun © 


100.0 


| 
| 


1,116 
290 


38 
608 


3 
22.6 


25,000 to 250,000; small towns and rural areas, up to 


Small towns and rural areas showed 
that 46.6 per cent of persons obtained 
all necessary treatment, with metropoli- 
tan and smaller cities showing percent- 
ages of 53 and 53.3, respectively (Table 
8, lower half). 

Among ail age groups, the younger 
children showed the most glaring neglect: 
35.8 per cent of the 3 to 9 age group, 
65.5 per cent of the 10 to 19 age group, 
58 per cent of the 20 to 29 age group, 
57 per cent of the 30 to 49 age group 
and 41 per cent of the 50 and over age 
group had all recommended treatment 
completed within the past two years 
Table 7, lower half). Obviously, meas- 
ures should be taken by parents, dentists 
and health educators to motivate more 
attention to dental problems of younger 
children. 


26 

= 

| 

| | | 20.1 | | 1,470 | 20.8 
i | 21.4 | | | | 1,548 | 21.9 
i | 22.2 | 588 | | 1,655 | 23.5 
9.2 | 189 | 614] 87 
| 21.8] 392 | | 1,439 | 20.4 

5.3] 131 | 331} 47 

| 100.0 | 2,396 | 100.0 | 7,057 | 

397 | 14.8 266 | 13.4 344 | 14.3 | 1,007 | 14.2 
if | | 

1418 | 53.0 | 1,057 | 53.3 | a | 46.6 | 3,591 | 50.9 
4 3 | 100] 186} 94 | | 739} 108 
25 26 1.6 RY 1.3 
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THE ROYAL CANADIAN 


DENTAL CORPS 


Colonel E. M. Wansbrough, D.D.S., Ottawa, Canada 


RIOR to World War I, the dental pro- 
fession was represented in the Armed 
Forces of Canada by twenty-six den- 

tal officers of honorary rank, attached to 
various units of the medical corps. How- 
ever, at the outbreak of war, rejections of 
men because of dental conditions as- 
sumed such alarming proportions that 
certain members of the profession in 
Canada offered their services. As a result, 
dental treatment for Army personnel was 
carried out by civilian practitioners. 

The military authorities soon realized 
that dental service on an organized basis 
was required, and on March 29, 1915, 
the Canadian Army Dental Corps was 
authorized as a separate service within 
the Canadian Army Medical Corps 
under the administration and _profes- 
sional contro] of the director of Medical 
Services. The establishment authorized 
a total of fourteen operating officers for 
an infantry division, a ratio of one dental 
officer to 1,400 personnel. 

In the field, however, there still re- 
mained a ratio of one to 5,000 as dental 
officers were authorized only for medical 
units. In 1917, an increased establish- 
ment was authorized, including provision 
for a dental staff, but this increase never 
was implemented fully. It has been esti- 
mated that these inadequate dental facil- 
ities were responsible for a loss of 5 to 6 
per cent of the total “fighting days.” 

Following World War I, the Canadian 
Army Dental Corps endeavored to see 
that every soldier left the Army dentally 
fit. When this tremendous task was fin- 


Director General of Dental Services, Royal Canadian 
Dental Corps, 


ished, the dental corps was demobilized 
and ceased to exist as an Army unit. 
With the exception of a few medical 
units which retained attached dental of- 
ficers, the profession had no representa- 
tion in the regular or reserve Army. The 
discontinuance of dental units eliminated 
any training program for officers and en- 
listed men, and dental equipment was 
not stored. 


Organization of Present Corps 


Prior to the outbreak of World War 
II, in September, 1939, the Canadian 
Dental Association, interested in the 
problem of adequate dental service for 
the Canadian Armed Forces, had ap- 
pointed a committee to prepare a report 
on the subject which was to include a 
plan of organization. This plan, with 
some modifications, had been submitted 
and was in the process of adoption prior 
to the outbreak of war. 

The declaration of war accelerated the 
execution of the plan, and Dr. F. M. 
Lott of Toronto, who had been respon- 
sible to a great extent for the develop- 
ment of the plan, was called to Ottawa to 
become the first director of this entirely 
new organization, the Canadian Dental 
Corps. 

The organization of this new corps 
was unique, in that it no longer was a 
branch of the Canadian Army Medical 
Corps but an independent corps under 
the administration of a Director of Den- 
tal Services. While essentially an Army 
formation in regard to dress, adminis- 
tration of personnel and so forth, its em- 
ployment was on a three-service basis. 


ii 
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The Director of Dental Services thereby 
became directly responsible to the Vice 
Chief of Naval Staff, RCN, the Adjutant 
General, Army, and the Air Member for 
Personnel, RCAF, on all matters of den- 
tal health for personnel of the respective 
Services. 


Administration and Duties 


Dental Services became a directorate 
of the Adjutant General’s branch at Na- 
tional Defence Headquarters, with liaison 
established for Navy and Air Force by 
the appointment of deputy directors, re- 
sulting in a freedom of administration 
enjoyed by no other corps. All ranks were 
available for posting or attachment at 
any time, permitting the maintenance of 
a balanced professional service. 

The responsibility of the Canadian 
Dental Corps included the following: 
dental treatment for all personnel of the 
Armed Forces; formation of dental pol- 
icy; financial estimates and appropria- 
records: 

dental 


tions; reports, returns and 


recommendation and design of 
accommodation; technical training and 
administration of dental corps personnel; 
the procurement and distribution of den- 
tal stores: research activities affecting 
dental problems peculiar to the Armed 
Forces, and the inspection of all techni- 


cal dental arrangements 
Personnel 


l'actical units. designated dental com- 
panies, were formed throughout Canada, 
one for each military district. Each dental 


company was commanded by a Lieuten- 
head- 


ant Colonel and consisted of a 


quarters or administrative section and 
clinical detachments. The table of organ- 
ization of the headquarters provided for 
an adjutant, a labora- 
tory officer and their respective staffs 
Each clinical detachment consisted of a 
dental officer, a sergeant assistant and an 
orderly. Dental detachments were au- 
thorized in the ratio of one to 500 per- 


sonnel in each military district. Dental 


a quartermaster, 
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technicians were authorized in the ratio 
of one to two dental officers. 

The officer commanding the dental 
company was responsible to the officer 
commanding the military disirict for the 
dental welfare of the troops but was 
permitted a direct channel of communi- 
cation with the Director of Dental Serv- 
ices on all matters regarding dental policy 
and technical administration. Postings 
and promotion were on a corps basis at 
the discretion of the Director. All three 
services received equal priority for dental 
treatment at strategically located clinics. 

As the war effort increased in inten- 
sity with a corresponding increase in per- 
sonnel, it became necessary to provide 
dental companies specifically for Navy 
and Air Force. The companies so formed 
were designated Naval and Air Force 
companies with the officer commanding 
directly responsible to the Naval or Air 
Force commander. 

Thus, the Canadian Dental Corps be- 
came the comprehensive service of the 
final stages of the war, with detachments 
serving from the United States border 
to the Arctic Ocean; the Pacific to the 
Atlantic, and overseas on land and sea 
wherever Canadian forces were serving. 


Equipment 


Dental equipment and stores were pro- 
cured, issued and accounted for by the 
directorate through Central Dental 
Stores, located at National Defence 
Headquarters in Ottawa. Standard den- 
tal equipment was utilized at the begin- 
ning, but the need for mobile field equip- 
ment for detachments in outlying areas 
had been foreseen and was filled quickly 

Field equipment was carried in por- 
table trunks with alphabetical designa- 
tions. The A trunk contained all the 
necessary operating instruments and sup- 
plies for the dental officer with the ex- 
ception of the field chair and foot engine, 
which were contained in the B trunk 
The H trunk contained an extra one 
month supply of consumable stores. The 


il 

| 

| 
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F and G trunks contained the 
equipment, consisting of the x-ray ma- 
chine, developing tanks and so forth, and 
also a portable darkroom. The C and D 
trunks contained laboratory equipment 
designed for adequacy in any area where 
a technician might be employed. 

In addition to the equipment, the den- 
tal officer carried an L kit, a small valise 
designed to carry sufficient instruments 
and supplies, including maxillofacial 
equipment, for the treatment of emer- 


X-ray 


gencies in the field. 

A mobile dental clinic was developed 
on a standard 3 ton chassis and equipped 
with 6 volt and 110 volt operating lights 
and two 25 gallon water tanks. These 
clinics could be “blacked out” comfort- 
ably with the aid of an electrically oper- 
ated system of ventilation. To provide 
the necessary power for these facilities in 
remote locations, each clinic was supplied 
with a portable gasoline-operated electric 
generator. These vehicles proved to be 
highly efficient adjuncts to the dental 
service and were used over all types of 
wheeled-vehicle terrain in the various 
theaters of war. 


Technical Training Wing 


The rapid increase in the size of the 
corps created a greater demand for den- 
tal assistants and technicians than could 
be met through enlistment. As a result, 
a technical training wing was formed 
and located in Toronto, to train suitable 
personnel in these trades. In addition, 
instruction was provided in service den- 
tistry for newly enlisted officers and spe- 
cial refresher courses for all officers. Sim- 
ilar wings were created in Europe at a 
later date for the field units. 


Field Dental Companies 


he Canadian Dental Corps “in the 
field” may be considered best as divided 
into two groups: (a) static or base, and 
b) mobile; both groups operate under 


the direct guidance of a senior dental 
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administrative officer (Deputy Director 
of Dental Services) at Base Headquar- 
ters. 

In the static group, the unit was the 
base dental company, varying in size in 
accordance with the treatment needed 
and located in existing accommodation 
wherever possible. Detachments (dental 
officer and dental were at- 
tached mainly to static base units al- 
though a certain number were employ-d 
with Naval and Air Force units in remote 
and even far distant locations. The officer 
commanding each base dental company 
acted as dental adviser to the commander 
of the base formation concerned. 

In the mobile group, the unit was the 
field dental company, allotted to 
cach larger combat group such as divi- 
sion, corps or army. Unlike a base dental 
company, the field dental companies 
were of standard organization with a full 
complement of motor transport, making 
them completely mobile. A detachment 

dental officer, dental assistant and 

driver-orderly) supplied with a fully 
equipped mobile dental clinic was at- 
tached, for operations and nontechnical 
administration, to battalion ofr 
equivalent unit of the combat group. 

Despite the fact that the dental de- 
the cor- 


assistant ) 


one 


each 


tachment was not included in 
responding unit table of organization, 
such an attachment virtually meant ab- 
sorption into the unit. Dental technicians 
were provided in the ratio, of one for two 
dental officers and normally shared the 
mobile clinic of one of the officers. When 
feasible, clinics were grouped to form a 
dental section. One x-ray machine com- 
plete with accessories was issued to each 
field company and normally located at 


company headquarters, but in view of 
its portability it could be set up readily 


location where it was needed as 
fitted 


in any 


each mobile clinic was with an 
x-ray panel 

The officer commanding a field dental 
company acted as adviser to the com- 


mander of the combat group concerned. 
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A senior dental administrative officer 
(Assistant Director of Dental Services) 
was stationed at the senior combat head- 
quarters and was responsible for the 
technical administration of all dental 
companies under the jurisdiction of that 


group. 


Present Title Granted 


In recognition of the achievements of 
the Canadian Dental Corps during World 
War II, the following order was promul- 
gated by the Canadian Army in Febru- 
ary, 1947: “His Majesty the King has 
been graciously pleased to approve the 
grant of the title ‘Royal’ to the Canadian 
Dental Corps.” Consequent upon the 
above approval, the Corps adopted the 
title, “The Royal Canadian Dental 
Corps.” 


Peacetime Establishment 


Following the cessation of hostilities 
and the period of demobilization, there 
emerged for the first time a peacetime 
dental establishment comprising both ac- 
tive and reserve components. The estab- 
lishment of the active force is maintained 
in direct proportion to the number of 
serving personnel in the three services. 
[he standard organization of the field 
dental company is preserved in the re- 
serve companies which are authorized 
across Canada. Although these reserve 


companies are organized as part of the 
reserve Army, detachments are attached 
Navy and Air 


to reserve formations of 
Force. 

A Director General of Dental Services 
administers the peacetime corps, and 
Dental Services is a directorate in the 
Adjutant General’s branch at National 
Defence Headquarters. Navy and Air 
liaison is maintained through 
directors. A Central Dental 
Ottawa supplies both 


Force 
deputy 
Stores located in 
active and reserve 
maintained from coast to 


force companies. 


Clinics are 
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coast and in the larger ships of the Royal 
Canadian Navy. An added responsibility 
recently assumed by the corps is the 
treatment of dependents of service per- 
sonnel and other civilians in isolated 
areas. This is illustrated at Churchill, 
Manitoba, where dental treatment is 
provided for Canadian and American 
service personnel and their dependents, 
the Royal Canadian Mounted Police and 
their dependents, and the local native 
population. Other civilians employed or 
residing in these isolated areas may ob- 
tain dental treatment through RCDC 
facilities on a repayment basis. 


Dental Corps School 


The technical training wing of the 
war years has been developed into The 
Royal Canadian Dental Corps School, 
situated in Ottawa and staffed by spe- 
cially trained officers and technical in- 
structors. The function of this school is 
to make provision for: 

1. The indoctrination of newly ap- 
pointed officers. 

2. Refresher courses for all officers 
with special emphasis on new technics 
and treatment. 

3. Acquainting Canadian Officer 
Training Corps cadets with the back- 
ground of service dentistry in all its 
phases. 

4. Refresher courses for dental as- 
sistants and technicians including the de- 
velopment and training of recent recruits. 

5. Dental research including liaison 
with other research projects related to 
the science of dentistry. 

At present some vacancies exist in the 
corps owing to the postwar conditions ex- 
isting in civilian practice. However, there 
are indications that these vacancies will 
be filled soon by young graduates of the 
universities, trained in the Officers’ 
Trainirig Corps and eager to carry on the 
traditions of our service founded during 


two wars. 


DENTAL HEALTH 


IN LOUISIANA 


Thomas L. Hagan,* D.D.S., M.P.H., and 
Paul Cook,+ D.D.S., M.P.H., New Orleans 


UMEROUS studies on the measure- 

ments of the prevalence and in- 

cidence of dental caries in children 
and the consequences of this disease have 
been reported.’ The methods de- 
veloped in these studies have been uti- 
lized to collect information concerning 
the dental health problem in the State 
of Louisiana. This report is concerned 
with the recording of the results of a sur- 
vey of approximately 26,000 white chil- 
dren in thirty Louisiana parishes. The 
survey was sponsored jointly by the 
Louisiana State Department of Health, 
the Dental Health of the 
Louisiana Dental Society, the 


Council on 
State 


Presented to the workshop - dental health planning, 
New Orleans, March 7, 194 

*Senior dental surgeon, Public Health Service. 

+Chief, Section of Dental Health, Louisiana State 
Department of Health. 

pecial appreciation is expressed to Dr. Leo J. 
Schoeny, Chairman, Council on Dental Health of the 
Louisiana State Dental Society, for his valuable advice 
and assistance in the conduct of this study and to the 
entire Council for its approval and support; to Mr. 
Simon A. McNeely, Director of Health and Physical 
Education, Louisiana State Department of Education, 
for counsel and assistance; and to the dentists and 
school personnel for their direct service and coopera- 


tion. 
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Louisiana State Department of Educa- 
tion and the United States Public Health 
Service. 

The survey, which was based on a 
tongue blade inspection, was limited to 
the acquisition of data on (1) the preva- 
lence of dental caries in permanent 
teeth, (2) permanent tooth mortality and 
(3) the number of children of different 
ages with fillings in permanent and in 
deciduous teeth. Because dental caries 
in permanent teeth and its sequelae ac- 
cumulate at a rather regular rate in a 
population from 6 to 18 years of age,’ 
only children in the 7, 9, 11, 14 and 16 
year age-specific groups were examined. 
These children were from the largest 
consolidated schools in rural parishes 
and from as many schools in urban areas 
as it was practicable to survey. Due con- 


sideration was given to representative 


sampling. 
Twenty-five dentists examined ap- 
proximately 7,500 school children in 


widely separated parts of the state. By 
working jointly in several schools we ex- 
amined the remaining children, who 
were proportionately distributed over 
the state. All dentists received verbal in- 
structions on the inspection technic, and 
each dentist was provided with a written 
outline of the inspection procedure. 
Tongue blades were used as cheek re- 
tractors, and each child was placed so 
that his mouth had the best possible nat- 
ural light. 

The observations on each child were 
recorded on a single line of the form by 
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DENTAL SURVEY 


AGE LAST BIRTHDAY: 
Parish 


City or Town 


Date 


Examining Dentist 


Code for Cols. 4 & 5 


Right 


Indicate for each child the condition present by +; 


if not present indicate by 


At least one Ar least one 
DMF permanent filled permanent 
tooth tooth 

] 


Child 


Fig. 1 Form used by examining 


clerks taking dictation from the exam- 
ining dentists (Fig. 1). The presence of 
one or more DMF permanent teeth” was 
indicated by a plus sign in columr 
1. If no evidence of a DMF tooth was 
observed a minus sign was record- 
ed. If one or more fillings were observed 
teeth a 


if no fillings were 


in permanent plus sign was 


placed in column 2; 
was recorded. 
record the 


observed a minus sign 


Column 3 was used to 


presence or absence of one or more fill- 
ings in deciduous teeth. Columns 4 and 


used to record the permanent 


were 
teeth which were missing as a result of 
caries and that 
such an extent that extraction was indi- 
cated. The 
gories is termed “tooth mortality.” 


those were carious to 


sum of the last two cate- 


8. DMF denotes decayed, missing or filled permanent 
teeth: the rates based on this finding are termed esti 
mated caries prevalence rates 

Wisan, J]. M., Evaluating Dental Health Programs 
Vv. Y. S. D. Hyg. Quar. 7:48 (July) 1937 


Indicate the specific permanent 
teeth by code number, which, 
due to caries experience, are: 


At least one 
filled deciduous 


Indicated for 
tooth extraction 
3 4) (Ss 


Missing 


19 


dentists to record observations 


From these basic data the following 
information will be presented : 


Che proportion of age-specific chil- 

dren with: 

a. One or more DMF permanent 
teeth. 

b. One or more filled permanent 
teeth. 
One or 
teeth. 

d. Permanent tooth mortality. 

An estimation of the age-specific 

caries prevalence rate.'®™ 

Permanent tooth mortality rates: 

a. Age-specific for the groups. 

b. Age-specific for children with 
one or more DMF teeth and 
with one or more fillings. 


more filled deciduous 


10. The dental caries prevalence index developed by 
Knutson™ is used to arrive at this estimation. 

tt. Knutson, J. W., An Index of the Prevalence of 
Dental Caries in School Children. Pub. Health Rep 
59:253 (February 25) 1944 
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Age-specific for children with 
one or more DMF teeth and 
without fillings in permanent 
teeth. 

4. Estimated caries incidence rates. 

5. Estimated time requirements for 

the annual correction of cari- 
ous permanent teeth. 

A predominantly rural state such as 
Louisiana contains many sparsely set- 
tled sections, a situation which con- 
tributes to considerable variation in the 
observed caries prevalence in these par- 
ishes. Despite this fact, the similarity of 
the estimated caries prevalence rates in 
certain parishes permitted their being 
grouped into four areas as shown in 
Figure 2. This grouping was facilitated 
by using caries incidence rates developed 
from the estimated DMF rates of each 
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parish. Areas 2 and 4 are made up of 
parishes with incidence rates in the 
range of 0.29 to 0.37 carious perma- 
nent teeth per child per year. These 
areas are separated by parishes with 
rates of a different magnitude; hence 
they are arrayed separately. Area 3 
comprises the parishes with the highest 
prevalence rates, grouped together be- 
their incidence rates are 
more than 0.52 permanent teeth per 
child per year. The caries incidence rates 
for the parishes which make up Area ! 
fall in the range of 0.38 to 0.51 perma- 
nent teeth per child per year. Accord- 
ing to this geographic array of the preva- 
lence of dental caries, the highest rates 
arise in Area 3, the intermediate rates 
in Area 1 and the lowest rates in Areas 


cause caries 


LOUISIANA 
DENTAL SURVEY 


PARISHES 
SURVEYED 


Fig. 2.—State map showing survey areas 


Cn, 
| 
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Table |.—Number of children examined and caries prevalence rates in permanent teeth. 
Louisiana, 1946-1947 


| Area 4 All areas | Area 1 | Area 2 


Area 2 | Area 3 


Area 3 


Age | Allareas| Area | 


Area 4 


Number examined Number with one or more DMF teeth* 


345 
670 


582 
801 
R83 


266 
79 


950 
959 
904 
824 


1,072 
1,123 
1,016 


1,564 

2,404 72 

2,545 549 


799 


836 
| 


S11 
730 


1,326 
439 928 
teeth 
43 54 3 
9 6 5! | 71.3 
‘ | 86.9 

7 91.0 


14 6.0 
l¢ SO 4 95 4 


*DMF denotes decayed, 
tAs described in the text 


This though indicating geo- 
graphic variations in the rates, is not 
intended to show that sharp contrasts 
exist in the findings for adjacent par- 
ishes placed in different areas. The age- 
specific caries prevalence rates for the 
state and listed in 
Table 1. These rates are shown as (1 
the proportion of age-specific children 
with one or more DMF teeth and (2 
an estimation of the number of perma- 
nent teeth so affected per child. 

The fact that many children in the 
southern part of Area 2 had mottled 
enamel is interesting. The coexistent low 
caries prevalence rate in this region 
would indicate the influence of fluorides 
on the over-all rate in the area. Con- 
clusive proof, however, would be de- 


array, 


for each area are 


2,293 | 555 
1,610 | 353 


DMF rate per childt 


1,206 


885 


410 


at 


94 26 
87 4 04 
6l 3.36 
R9 

68 


Ww 


missing or filled permanent teeth. 


pendent on a mottled enamel index, his- 
tories of residence and water supplies 
used by the children, comprehensive 
dental examinations and fluorine de- 
terminations of the water supplies. 
Similarly, additional studies are war- 
ranted in Area 4 where no fluorosis was 
yet a low estimated 
prevalence rate was evident. 

As examinations made 
west to east in the southern section of 
the state, caries prevalence was ob- 
served to increase with remarkable reg- 
ularity. Although the parishes with high 
rates are grouped in Area 3 for purposes 
of analysis, the estimated rates are some- 
what higher in the eastern than in the 
western segment of the area. 

In the absence of dental care, the tooth 


observed, caries 


were from 


Table 2.—Permanent tooth mortality. Louisiana, 1946-1947 


of permanent teeth lost 


Rate per child 


Allareas| Area 1 | Area 2 | Area 3 Area 4 
04 
19 
48 
85 
95 


04 
23 
51 
96 | 
| 


34 

H 
- 
| 6,403 | 3,545 2,757 

} 6,406 3,525 4,263 

5,920 3, 189 4,647 
| 1,698 
534 3,264 = = 
| 
i 
16 3 91 7 

O11 1 .7¢ 

i 4.1 2.52 2 
if 78.2 | 3.00 2 
77.9 | 3.52 

} 

| 
N 
| 
Age | Allar Area 1 | Area 2 | Area 3 | Area 4 
| 
283 | 130 | 29 | RR | 36 

) 1491 | 686 | $36 17¢ | 

11 3024 1535 301 | 366 

14 $449 235¢ 454 1984 665 | 
$151 1728 07 1564 552 | 
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Table 3.—Percentage of children with fillings in permanent and deciduous teeth. Louisiana, 1946-1947 


Permanent tooth fillings 


Age | Allareas} Area 1 | Area 2 


6 


18 


79 


40 


57.6 


mortality rate would be expected to re- 
flect the character of the caries preva- 
lence rate in a given area. Dental care 
in the form of fillings, intended to pre- 
vent tooth loss from caries, disturbs the 
relation between these rates. However, 
a close relation exists between the char- 
acter of the estimated caries prevalence 
rates (Table 1) and the tooth mortality 
rates (Table 2) in each of the four areas. 
Because tooth mortality is direct evidence 
of incomplete dental care, it can only be 
concluded that a severe discrepancy ex- 
ists between the dental and the 
dental 
Louisiana. 

This contention is supported further 
by the data in Table 3 showing the per- 
centage of children with at 
filling in permanent and in deciduous 
teeth. These findings, which show the 
percentage of children have re- 
ceived some corrective service, are not 
intended to suggest that children with 
one or more fillings have received com- 
plete care. This minimal evidence of 


needs 


services received by children in 


least one 


who 


Percentage of children with: 


| Area 3 Area 4 


ua | m9 
| 11.6 | 13.8 
| | 
4 


> 


dental corrections is observed in only 
one-third or less of the 11 year old chil- 
dren in any given area. 

The manner in which tooth mortality 
is affected by some dental care, as indi- 
cated by one or more fillings in perma- 
nent teeth, is shown in Tables 4 and 5. 
In Table 4 it is observed that children 
with fillings, incomplete though the care 
may be, lost significantly fewer teeth than 
children without fillings. Similarly, in 
Table 5 it is seen that in a given area 
the proportion of age-specific children 
with tooth mortality is much less in chil- 
dren with fillings than in like groups 
without fillings. Likewise 
prevalence rates result in low tooth mor- 
tality rates. Tooth loss in children with- 


low caries 


out fillings in a low caries prevalence 
area is about half the tooth loss in a high 
caries prevalence area. When a com- 
parison is made between children with 
fillings in a high caries prevalence area 
(Area 3) and children without fillings 
in a low caries prevalence area (Area 2), 
the difference in the percentage of chil- 


Table 4.—Permanent tooth mortality rates per child with caries experience. Louisiana, 1946-1947 


With permanent tooth fillings 


Allareas| Area 1 Area 2 Area 3 
OS 
0 


18 


Area 4 


Without permanent tooth fillings 


Area | ea 2 Area 3 Area 4 


All areas 


Po | Deciduous tooth fillings 
> 
PO Area 3 Area 4 | Allareas| Area l Arca? 
7 9 1.7 7 7 | 6 | R 15.8 
} 16.9 m4 10.0 16.8 17.2 7.1 6.2 13.9 
1] 27 .¢ 18.5 33.7 22.0 4.9 | 
14 $1.2 36.0 17.4 36.8 5 
16 | 58.3 | $9 ¢ 69.0 49 ¢ Zz 2 4 2 

\g 
7 0 1 9 11 17 12 

1] 3? 32 49 18 70) 1 2] 7() 
14 83 75 49 1.27 51 1.10 0 1.50 
lf 1 .O8 X) 67 1.52 1 02 | 1.39 $2 1 
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Table 5.—Percentage of children with caries experience and permanent tooth mortality. 
Louisiana, 1946-1947 


With permanent tooth fillings 


Allareas. Area | Area 2 | Area 3 
4.8 
0 20.6 
12.3 27 .4 
30 3 56.6 
40 7 


dren with tooth mortality is not appreci- 
able. Low caries prevalence, in the ab- 


sence ol treatment, operates to affect 


tooth mortality at least as effectively as 
the present level of dental care in high 


caries prevalence areas. 

The general inadequacy of 
services for children, based on the high 
rates of tooth loss and low proportion of 
children with one or more fillings, may be 
the result of a_ prevailing situation 
whereby (1) dental care is sought only 
after one or more teeth have decayed 
beyond redemption, (2) dental care is 
not provided adequately in the younger 


dental 


years, or (3) extraction service prevails 
over corrective service for children. 
Despite the value of treating carious 
lesions early and of maintaining treat- 
ment at regular intervals, the funda- 
mental problem of preventing all carious 
Che progress of dental 


lesions remains 


health activities is dependent to a large 


Table 6.—Estimated annual increment of carious 

permanent teeth; avg. time required for perma- 

nent tooth to become carious (age 7 to 16 years). 
Louisiana, 1946-1947 


Avg. time for 
perm tooth to 
become carious 

months 


Annual increment 
of carious perm. 


teeth per child 


Area 4 


Without permanent tooth fillings 


Allareas. Area ! Area 2 | Area} Area 4 


9 
24 
4? 
6S 
8? 


on 


degree on the institution of truly pre- 
ventive practices and not merely on 
remedial measures to repair damage al- 
ready done. 

From these observations it is possible 
to approximate the time required for 
permanent teeth to become carious 
(Table 6). On the average, a child in 
Louisiana may develop one carious tooth 
every twenty-nine months. An average 
of one tooth per child becomes carious 
in Area 1t every twenty-eight months; 
in Area 2, every thirty-nine months; in 
Area 3, every twenty-two months; and 
in Area 4, every thirty-three months. 

Assuming arbitrarily that forty-five 
minutes of treatment suffices to repair 
each permanent tooth, then 
each person in the 7 through 18 year 
age group will require during this period 
about four hours of service in the form 
of fillings in these teeth. Complete den- 
tal health service, however, also would 
require additional time for prophylaxis, 
the care of deciduous teeth, and ortho- 
dontic and specialized services. Were 
caries in permanent 


carious 


the increment of 
teeth treated regularly, however, a large 
part of the dental health problem would 
be solved for the younger ages. 

On the basis of the foregoing assump- 
tion of treatment time, the number of 
dentists’ service hours required annually 
to provide this important segment ol 
dental health service for children can be 
estimated. The estimate represents the 
product of the following factors: (1 
the 1940 population of a single white age 


36 

| 7 0 
10.3 25.8 22.0 
1! 12¢ $2.5 $1.4 
14 41 9 64 5 SO 
l¢ 49.5 67.1 60.7 

Ik 

i 

i} 

Stat 

| Area | $3 28 

Area 
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group in the 7 through 18 year span, 
(2) the annual increment of carious de- 
fects, and (3) the estimate of forty-five 
minutes to complete the repair of a cari- 
ous permanent tooth. 

Table 7 shows the development of 
this estimate for the particular areas. 
The population on which the calcula- 
tions are based includes white children 
in all parishes within the areas outlined 
in Figure 2.'* This estimation gives an 
insight into the annual needs of children 
in the entire state, although the time re- 
quired to correct the backlog of defects 
is not shown. 

White persons in any one year of the 
7 through 18 age span annually require 
10,000 hours of dental service relevant 
to the accrual of carious defects in 
permanent teeth. The total for the 


twelve age-specific groups, 7 through 18 
years, is approximately 120,000 hours. 
Table 7 indicates the average number of 
service hours each dentist must provide 


te maintain this single segment of den- 
tal care for each age group. 
the United States: 1940 


Population, Second 
Cc U. S. Govern- 


12. Sixteenth Census of 
Vol. II. Characteristics of the 
Series. Part 3. Washington, D 
ment Printing Office, 1943 
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Summary 


1. The caries attack rate anc the tooth 
mortality rate vary in like manner in 
different areas of the state. 

2. One section of the state shows evi- 
dence that fluorine is exerting an in- 
fluence on the caries prevalence rates. 

3. Fillings reduce tooth loss, though 
low caries rates appear to operate to 
this end at least as effectively as the 
present level of dental care in high caries 
prevalence areas. 

4. Children with fillings lost signifi- 
cantly fewer teeth than children without 
fillings. 

5. The level of dental care available 
for children is grossly inadequate to 
maintain a_ limited of dental 
health, the retention of serviceable per- 
manent teeth. 


status 


6. On the average every dentist in the 
state should devote 10.8 hours each year 
to providing dental care for permanent 
teeth to each of the age groups in the 7 
to 18 year age span. This average varies 
from 9.8 hours in Area 2 to 19.6 hours 
in Area 4. 


Table 7.—Estimation of service hours required for correction of annual increment of carious perma- 
nent teeth for any single age group in 7 to 18 year span; avg. number of hours required per dentist. 
Louisiana, 1946-1947 


Population* 
Annual increment of carious permanent teetht 


lime (minutes) for each correction 


Time (hours) for correction of population annual 


increment 
Dentists in areal 


Hours per dentist per year for each age group 


*:940 population of a single white age group rounded to nearest 100 


estimation purposes. 


Area | Area 3 Area 4 


16,200 


State Area 2 


29.700 2,000 9 800 1,709 


0.43 0.31 0.64 


45 45 


4.700 
460 


All parishes in survey areas included for 


+New Orleans data included in state and area 3. State rate computed on entire survey and not on average of 


area rates. 
Distribution of Dentists in the United States 


Chicago: American Dental Association 
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IMPRESSIONS FOR INLAYS 


MODIFIED TECHNIC FOR USE 


OF HYDROCOLLOIDS IN TAKING 


E. Frank Inskipp, D.D.S., San Francisco 


ETHODS can become out of date with- 
in a few months. The advances of 
the dental profession in its various 

fields are akin to the advances which 
man has made in speed of transportation 
This is evident not only in experimental 
work, but also in the practical applica- 
tion of recently developed materials and 
in adaptations of old ones to new uses. 

In recent years the hydrocolloids have 
proved useful for purposes not originally 
intended for them or thought possible. 
When impressions for inlays first were 
taken with them, an elaborate procedure 
was evolved which acted as a deterrent 
to their use by practitioners slow to em- 
brace Now many of the 
discouraging features have been elimi- 
nated and it found that the 
same basic principles can be applied 
The use of 


new technics. 


has been 
without the inconveniences 
hydrocolloids enables the average dentist, 
with the skill he already 
make more accurate impressions with 
to the patient and with less 


possesses, to 


greater ease 
time consumed at the chair. 

During the last 
practitioners scattered through- 
slightly 


several years, a few 
hopeful 
out the have 
varying technics for the 
materials in the making of inlays by the 
indirect method. Each of these men de- 


serves credit for the experimental work 


country evolved 


use of colloid 


done, as do those who were responsible 
for the initial use of hydrocolloids in den- 


tal practice. One may refer to the work 


meeting 
1947. 


eighty-second midwinter 
February 11 


Read before the 
of the Chicago Dental Society 


of Paffenbarger,’ Shapiro,? Goodman,' 
Thompson,* Henschel, Knapp® and 
others for information on the properties 
and applications of this material in oper- 
ative dentistry. They have described the 
delicacy of the material, pointed out the 
effects of moisture and temperature on 
its dimensions and proved its value in 
both accuracy and increased comfort to 
the patient. The operator need not con- 
cern himself particularly with the physi- 
cal changes, except to recognize a few 
fundamental principles involved in this 
relatively simple procedure. 

A number of methods have been devel- 
oped for the use of hydrocolloids in tak- 
ing impressions for inlays. In one technic, 
modeling compound is used at each end 
of a unilateral tray to insure rigidity, the 
bulk of colloid being used in the vicinity 
of the prepared tooth. Some dentists 
have advocated multiple impressions by 
this method.* * Henschel® took a prelim- 
inary impression with compound in a 
copper band, cut part of the compound 
away, and added hydrocolloid for the 
final impression. The actual adaptation 
of the colloid to the floors of the prepa- 


1. Paffenbarger, G. C., Hydrocolloid Impression Ma- 
terials: Physical Properties and a Specification. J.A.D.A 
27:373 (March) 1940 

2. Shapiro, B. W., A Hydrocolloid Technique for the 
General Practitioner. D. Items Interest 63:167 (Feb 
ruary) 1941. 

3. Goodman, J. B., The Use of Hydrocolloid Impre 
sions for Indirect Inlays. D. Digest 47:212 (May) 1941 

4. Thompson, M. J., Clinical 
study club clinic in 1941 

5. Henschel, C. J., A New Approach to Precision 
Inlays. D. Digest 52:598 (November) 1946 

6 Knapp, K. W., The Use of Hydro-Colloid Impre 
sion for Fixed Partial Restorations. Proc. D. Centenary 
p. 518, 1940 
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ration was accomplished by wiping into 
the cavity with the finger, applying with 
spatula or brush, or injecting by means 
of a syringe. All of these methods pro- 
duced results pleasing to the operators. 
Care of the impression and the fabri- 
cated model, too, has been subjected to 
varied study which has yielded useful 
information. 

However, each step revealed certain 
problems, so that when readers or ob- 
servers attempted to follow the technics 
demonstrated, difficulties were met which 
often caused them to cease using hydro- 
colloids, whereas a review of a few simple 
details could have provided one more 
aid to their practice of operative den- 
tistry. 

The syringe used in the following tech- 
nic has a sealed end which is replaced 
immediately before use by a needle for 
expelling the colloid. Small trays are 
made from soft aluminum sheet metal, 
about 11% by 1% inches, rounded at the 
corners and bent to shape (Fig. 1). These 
are the only special pieces of equipment 
required. 

On completion of the cavity prepara- 
tion the closed syringe with hydrocolloid 
is placed in boiling water in the sterilizer 
Long, thin pledgets of cotton are tucked 


under the free margins of the gingiva 
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and impregnated with an agent which 
will shrink the tissues, making possible 
an impression of the gingival outline of 
the cavity (Fig. 2, left). Among the drugs 
which have been used for this purpose 
are a dilute trichloracetic acid or phenol 
mixture. The formula for the latter (ac- 
Buckley’) is: menthol, 20 
thymol, 40 grains 
and phenol, 3 drachms 
Care should be taken not 


cording to 
grains (1.29 Gm. 
2.59 Gm 

11.65 Gm 
to touch the surrounding tissue with the 
cauterant, and the patient should be in- 
structed to wash the mouth after appli- 
cation. 

It is necessary to clear the gum from 
the gingival margin, as hydrocolloid will 
not compress tissue. It merely takes an 
impression of any tissue which may be 
present. In the majority of cases, the drug 
will cause enough retraction of the gin- 
givae so that the impression may be taken 
at the same appointment. However, if 
the margin of the preparation extends 
unusually far gingivally, it may be advis- 
able to place a temporary filling until the 
next day, when the margin will be com- 
pletely clear. 

A third ot a sheet of base plate wax 1S 
softened and molded to fit the special 

P Materia Med 


and herapeutt Edition 5. Philadelphia P 
ton n and Company, 1926, p. 
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1.— Special equipment required for hydrocolloid impression te: ’ yringe; B 
int to replace cap of syringe after boiling; C, f 


needle 


sealing cat Shaped tray 


Fig. 2.--Left: Cotton pledgets impregnated 

with a coagulant and tucked under free gin- 

gal margins. Right: Taking impression in 
base plate wax 


little tray, overlapping enough at each 
end to prevent separation from the metal. 
While still soft this is pressed on the 
occlusal surfaces of the teeth, centering 
the prepared tooth and noting the posi- 
tion of the mesial edge of the tray, to 
assure returning to the same _ position. 
The imprint should not press through 
the wax to the tray (Fig. 2, right). 

A hot spatula or knife is used to cut 
the wax from the imprint of the prepared 
tooth only. The wax should be removed 
down to the metal, and the sides of the 
resulting cup should be undercut (Fig. 
3). The brought to the 
teeth again to make sure that no distor- 
tion has occurred and that the compound 


tray is then 


rests rigidly on the approximating teeth 
The undercut prevents the colloid from 
the tray 


c 


pulling out of 
is withdrawn. 
The syringe is removed from the ster- 


the wax when 


ilizer, and with the barrel held in a towel 
the cap is replaced with the needle point. 
The 
running warm water over the barrel until 
held but is still 
rather warm. If a regulated impression 
compound heater is available, the syringe 
can be removed from the sterilizer earlier 
and placed in the heater at 140 F. for 


temperature may be reduced by 


it can be comfortably 


an indefinite period. The colloid seems 
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to give best results at a temperature be- 
tween 120 and 140 F. 

Next the cotton pledgets are removed 
and the preparation is dried with either 
cotton or air. The colloid is tested by 
ejecting some from the syringe on a sur- 
face such as the bracket table. It should 
offer a little pressure to the plunger and 
form a pool of colloid, not a solid spa- 
ghetti-like mass. If the flow is satisfac- 
tory, the colloid is applied in the gingival 
region of the cavity and then buccally 
and lingually so that the bulk of the ma- 
terial will appear in those regions. The 
floor and margins of the cavity are cov- 
ered and the remainder of the hydrocol- 
loid is placed in the cup of the compound 
impression. (For molar teeth it may be 
necessary to use the contents of two 
syringes of hydrocolloid.) The tray is 
replaced in its original position on the 
teeth and held firmly. It is cooled with 
cold tap water for at least one and a half 
minutes. The main reason for use of 
the wax tray is that the imprints of the 
“stop” dur- 


approximating teeth act as a 
ing the setting of the colloid (Fig. 4). 
This method also may be used to take 
impressions for castings when pins are 
to be used for retention. Instead of using 


the 19 gage needle advocated for all 
other impressions, a 23 gage needle is 
used to carry softened colloid into pin 
holes made with the 7o1 tapering fissure 
bur. Since the thin column of colloid in 


the needle may cool before flow has 


Left: Wax impression. Right: Im- 
with wax removed in f 


Fig. 3. 
region of 
preparation 


pression 


4c 
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Fig. 4. 
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Left to right: Placing hydrocolloid at gingival margin of cavity preparation; entire 


preparation filled with colloid; excess colloid placed in the cup of the wax imprint; tray posi- 
tioned as in Figure 2, held securely to place and cooled with water 


commenced, it is sometimes an advan- 
tage, after the barrel temperature has 
been established, to dip the needle only 
into hot water (the sterilizer) 
ejection of the colloid. 

On removal of the impression from 
the mouth, the model should be poured 
Artificial stone, carefully 
poured, makes a satisfactory model. A 
thick mix is well vibrated and poured, 


before 


immediately. 


starting with a small amount on one side 


only. The flow of the stone over the im- 
pression should be watched carefully be- 
cause careless pouring will result in trap- 
ping of bubbles of air on the margins. 
A little additional stone should be added 
to provide a base for working. No boxing 
of the impression is necessary since the 
piled-up stone base is trimmed later. 
The poured model should remain on 
the bench for approximately two min- 
utes, or the length of time required for 
the stone to begin its initial set. Then 
it is placed in a solution of potassium 
sulfate, in order to maintain the 
sistency of the hydrocolloid during the 
setting of the model. There seem to be 
no ill effects if it is placed in the solution 
immediately after pouring, but there is 
i definite difference if it is left out in 
the air for a longer period of time. 
Morris Thompson has suggested that the 


con- 


solution be made in a proportion of 290 


grains (19 Gm.) potassium sulfate to 1 
quart (or 1 liter) of water 

When the stone is set it may be re- 
moved merely by lifting it from the im- 


pression. Care should be used to prevent 


breaking any thin cusps, but usually the 
model is withdrawn intact with no difh- 


culty. Any material on the model which 
prevents easy access to the gingival region 
of the preparation is removed. One side 
only need be trimmed for a proximal- 
occlusal cavity, both sides for a mesio- 
occluso-distal cavity and others accord- 
ingly (Fig. 5). Trimming may be done 
either with a sharp knife or with an arbor 
band in the handpiece. ‘The still-moist 
model is allowed to dry for a few min- 
utes, and then it is placed in mineral oil 
for two hours or longer, to harden and 
become impregnated with the oil. 
Contact points and occlusion can be 
established by taking a preliminary inlay 
wax bite of the preparation. This is trans- 


model. Right: 


Untrimmed 
Trimmed model 


Left 
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ferred to the model later for detailed fit 
and carving. 

It will be noted that in this paper in- 
volved, elaborate procedures have been 
avoided. This is intentional, in the hope 


E. Alan Lieban, D.D.S., New York 


HE diagnosis and prognosis of in- 
fected teeth 


through opinion and analysis, based 


pulpless are reached 
on experience and a knowledge of pa- 
thology. Many borderline cases make it 
difficult to determine whether treatment 
should be undertaken or the removal of 
the tooth advocated. Each case presents 
an individual problem to be dealt with 
according to certain fundamental facts. 

On too many occasions attempts are 
made to treat and retain previously treat- 
ed teeth that are definitely hopeless. 
Assuming that many of these teeth orig- 
inally had been treated under aseptic 


conditions with a rational technic, un- 
questionably in many instances the prog- 
the 


owing to lack of judgment in selection of 


nosis was unfavorable at outset, 


the case or possible overzealousness. 


Carelessness and indifferent methods 


of treatment are responsible for a high 
percentage of’ failures. Too many prac- 


titioners ignore asepsis, depending on 


antiseptics and germicidal agents which 
often cause tissue destruction. If asepsis 


Read before the American Association of Endodon 
tists, Chicago February 8 1948 
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that the elimination of any discussion of 
problems originally encountered but no 
longer of any consequence may result in 
a wider use of hydrocolloids.—209 Post 
Street. 


A SURVEY OF TECHNICS FOR 
TREATMENT OF VARIOUS TYPES 


OF INFECTED PULPLESS TEETH 


were constantly maintained, many infec- 
tions after vital pulp extirpation could 
be averted. Nevertheless, there is a high 
percentage of infected teeth which, if 
properly evaluated, would respond ‘to 


treatment. 

Before rendering a diagnosis, several 
factors must be considered. After struc- 
tural variations have been recognized and 
identified by an interpretable roentgeno- 
gram, the changes resulting from normal 
function must be excluded from evidence 
of disease. Wrong angulations may ob- 
scure true conditions; therefore several 
exposures should be taken at different 
angles. Periapical bone changes may 
occur as a result of an inflammatory re- 
action in the periodontal tissue, but many 
times necrosis or gangrene of the pulp 
may not present any roentgenographic 
evidence in the periapical tissue. 

In estimating the reliability of roent- 
genograms in determining the presence ot 
absence of periapical disease, it is perti- 
nent to consider the other preoperative 
evidence available for the purpose. Medi- 
cal and dental history, subjective and ob- 
jective symptoms, electrical and thermal 
transillumination, 
constitute 


vitality tests, color, 


percussion and _ palpation 
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sources of information when roentgeno- 
graphic evidence is excluded. No one 
form of pulp testing is entirely depend- 
able. Judgment and experience must be 
exercised in the interpretation of the 
diagnostic symptoms." 

roentgenographic examina- 
tion of all pulpless teeth should be made 
and compared with previous records, 
using if possible the same angulation as 


Periodic 


when the case was treated. Pulpless teeth 
do not always remain constant, and the 
possibility of changes makes check-ups 
imperative. 

In previous articles I have outlined 
indications, contraindications and impor- 
tant considerations for pulp canal ther- 
apy. It will not be necessary at this time 
to reiterate the points in question. How- 
ever, it must be stressed that no case 
should be undertaken unless asepsis can 
be maintained throughout the entire op- 


eration.*** 
Periapical Manifestations 


Irritation from a necrotic pulp first is 
revealed by a thickening of the periodon- 
tal membrane at the apex, when exam- 
ined roentgenographically. 


Granuloma.— Roentgenographically, the 
granuloma appears as a well defined, cir- 
cumscribed radiolucent with or 
without a line of demarcation between 
the dark region and normal bone (Fig. 
1). The absence of the lamina dura is 
noted in the involved area. A granuloma 
is usually the result of a continued low 
grade irritation, either by the toxic mate- 
rial within the canal, by 
trauma or by chemical irritation. The 


area 


mechanical 


formation of a granuloma is a defense 
reaction on the part of the soft tissue 
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Figure 1, Case 1 


surrounding the apical foramen. It con- 
sists of a capsule of fibrous tissue enclos- 
ing a mass of large capillaries and loose 
connective tissue. Fibroblasts, leukocytes, 
lymphocytes and plasma cells are found 
in this tissue. Often the central portion 
If the liquid 
forming within the center of the area 


liquefies and forms pus 


accumulates too rapidly or becomes in- 
identical with 
those which accompany any acute peri- 


fected, acute symptoms 


apical abscess are likely to develop.°® 
Case 1.—-A woman, aged 37 years, came for 
consultation on May 6, 1930. A roentgeno- 
(Fig. 1A) revealed a partially filled 
maxillary left incisor, 


gram 
canal in the central 
with a post inset. Granuloma was present. On 
June 11 the porcelain jacket crown and the 
removed, and on June 17, the old 
After 


cleansing and enlargement of the canal, elec- 


post were 


gutta percha canal filling chemical 


trolytic medication with Lugol’s solution was 
applied, for an accumulation of one and a half 
Prior 


was negative on 


to filling the canal, the culture 
June 30 Fig. 1B 


hours. 
The re- 


Balti- 


hr Cra Cavily 


». Cahn, L. R., Path gy of the 
more, Md.: Williams & Wilkins Co., 1941. 
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Figure 2, Case 2 


sults of treatment are shown in roentgeno- 
grams taken ten months later (Fig. 1C) and 
seventeen and a half years later (Fig. 1D). 


It is discouraging when a granuloma 
does not show a tendency toward reso- 
lution, or increases in size after a reason- 
able length of time following treatment 
of a tooth where the pulp canal has been 
thoroughly filled under aseptic condi- 
tions. There is a possibility of the epi- 
thelized form, which may be regarded 
as a potential radicular cyst. Under the 
circumstances, wherever feasible, the en- 


capsulated mass should be completely re- 
moved surgically. A histopathologic ex- 
amination should confirm or negate the 
supposition. However, not all epithelial 
granulomas develop into cysts. 


Radicular Cyst. — Roentgenographically, 
the cyst appears as a radiolucent circum- 
scribed area, outlined by a white line 
which definitely separates the radiolucent 
shadow from normal bone. A cyst rarely, 
if ever, can be entirely eradicated by 
treatment through the canal alone. The 
cyst should be completely enucleated or 
else the conservative Partsch operation 
may be performed; otherwise there may 
be recurrence. 


Acute Inflammations.—An acute periodon- 
titis may appear as a dark localized or 
diffuse lesion about the apex (Fig. 2). 
The tooth is usually sore and tender to 
percussion as a result of irritation from 
the pulp or trauma, due to an inflamma- 
tory reaction. If immediate treatment is 
begun, the formation of an abscess may 


be avoided. Any occlusal trauma should 
be relieved.*® 


Cose 2.—A man, aged 35 years, presented a 
case history and roentgenographic evidence 
typical of acute apical periodontitis. The tooth 
was tender to percussion as a result of irrita- 
tion brought about primarily by trauma. Vi- 
tality tests were negative. On March 31, 1938 
(Fig. 2, left), the operator drilled through a 
% crown into the pulp chamber, inserted a 
cotton pellet moistened with beechwood creo- 
sote, sealed and disoccluded the tooth. On 
April 1 the gangrenous pulp was removed, and 
the canal was chemically cleansed and en- 
larged and sealed with a camphorated mono- 
chlorphenol dressing. Electrolytic medication 
with Lugol’s solution was applied for a half 
hour on April 2. On April 5 a smear was 
positive and for another half hour this medi- 
cation was applied. A culture on April 7 
prompted another treatment with electrolytic 
medication for a half hour. On April 9, when 
the culture was negative (Fig. 2, center), the 
canal was filled. A roentgenogram taken on 
January 30, 1948 (Fig. 2, right), shows the 
result ten years later. 


The acute dento-alveolar, or so-called 
acute alveolar, abscess many times fails 
to show any sign of bone resorption be- 
cause the destructive process has not yet 
involved the bone, or rapid drainage has 
been established. When this type resolves 
itself into the chronic form, it appears 
as a dark, diffuse area, indistinct and 
irregular in outline. 

If an acute dento-alveolar or alveolar 
abscess is present, free drainage should 
be established for the evacuation of pus 


6. Coolidge, E. D., Clinical Pathology and Treat- 
ment of the Dental Pulp and Periodontai Tissues, third 
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and the relief of pain (Fig. 3). At- 
tempting to establish sufficient drainage 
through the pulp canal in this type of 
case frequently is disappointing, and is 
resorted to as a temporary means of re- 
lief only in instances where, in the begin- 
ning, the tissue is not fluctuant. When 
there is evidence of pointing on the sur- 
face, an incision is made in the soft tissue 
down to the bone, over the point of 
greatest tenderness which is around the 
tooth apex. The incision should be made 
only if the tissue is soft and fluctuant. 
The pulp chamber and canal are opened 
only after the acute symptoms have sub- 
sided, and then the tooth is treated as an 
infected pulpless tooth. 


Case 3—A young man, aged 16, had been 
struck on the right lateral incisor with a base- 
ball bat two years prior to his first consulta- 
tion. On February 27, 1930 (Fig. 3A), an 
acute dento-alveolar abscess was revealed, 
which was incised for drainage. On March 5 
the canal was opened and a dressing of beech- 
wood creosote was sealed in. No acute symp- 
toms were present. At a subsequent visit a 
dressing of camphorated monochlorphenol was 
sealed in the canal, after chemically cleansing 
and enlarging it. On March 12 (Fig. 3B) 
periapical curettage was performed. Roent- 
genograms taken two years later (Fig. 3C) 
and eighteen years later (Fig. 3D) show the 
result of treatment. 


Chronic Inflammations.—A chronic abscess 

chronic periodontitis, dento-alveolar or 
alveolar abscess) usually follows acute 
inflammation, unless the gangrenous or 
necrotic pulp is removed from the tooth, 
soon after the acute symptoms have sub- 
sided.*? 

In many cases the chronic abscess has 
no acute phase in its history. Some pa- 
tients describe many acute exacerbations 
from the same tooth over a period of 
years (Fig. 4). The chronic abscess may 
discharge from a fistula usually located 
on the buccal or facial surface, generally 


7. Lieban, E. A., The Management of Teeth Wherein 
Accidental Traumatic ty eaths Occurred. New 
York J. Dentistry 10:107 (March) 1940. 
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in the vicinity of the apex of the infected 
tooth, or from the pulp canal when the 
chamber -is open. The so-called blind 
abscess, with no evidence of excretion on 
the surface or from the pulp canal, may 
discharge directly into the blood stream. 


Case 4.—On April 25, 1938, a man, aged 34 
years, appeared for treatment. Roentgeno- 
grams showed suspicious periapical areas 
about the maxillary right first and second bi- 
cuspids (Fig. 4A). Because of a case history of 
previous acute exacerbations, and the presence 
of fistulae, these areas were classified as 
chronic abscesses. On May 2, 1938, the canal 
in the second bicuspid was chemically cleaned 
and enlarged, and camphorated monochlor- 
phenol was sealed in. On March 5 the canal 
was filled. No culture was taken. On March 
9 the first bicuspid was treated in the same 
manner and was filled on March 12 (Fig. 4B). 

On March 14 periapical curettage was per- 
formed ({Fig.. 4C). The last roentgenogram 
was taken nine and a half years later (Fig. 


4D). 


The parietal abscess has the same 
roentgenographic appearance and may 
occur along the root of a tooth anywhere 


Figure 3, Case 3 
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between the gingiva and the apex. The 
interradicular abscess, similar in appear- 
ance, is located at the bifurcation of the 
roots. 


Types of Cases 


The various types of cases may be 
classified in the following groups: 

1. Infected Nonfilled Pulpless Teeth 
With or Without Periapical Involvement. 

-This group comprises all infected pulp- 
less teeth, whether or not they contain 
any putrescent, gangrenous or necrotic 
pulp tissue, including teeth previously 
treated without an attempt at pulp canal 
filling. According to case histories, the 
sources of infection and pulp irritation 
are listed in their order of frequency: (a 
caries; (b) accidental traumatic injuries; 
(c) the sequel to lack of asepsis in extir- 
pation of vital pulps and subsequent 
treatment; (d) synthetic fillings; (ce) 
porcelain jacket crowns; (f) gold and 
porcelain inlays, three-quarter crowns, 
full cast crowns, amalgam fillings (amal- 
gam fillings seem to be less irritating to 
the pulp than any other type of indi- 
vidual restoration) ; (g) traumatic occlu- 
sion, extensive periodontoclasia, and (h) 
contingencies such as broken instruments 
left in pulp canals, perforations, lateral 
and interradicular abscesses. 

“In many 
trauma, diagnosis of pulp death cannot 
be determined until sometime after the 
injury; since immediately after the acci- 
dent, neither lack of vitality response or 
discoloration are infallible indications 
that the pulp has: died.”* This finding is 
particularly true in young persons. 

The~patient should return at frequent 
intervals for check-up. Roentgenograms 
should be taken at each visit, compared 


instances of accidental 


With previous ones and other tests also 
recordech These visits should be made at 
least every month for the first six months 
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and frequently thereafter, until satisfac- 
tory knowledge of the condition is gained. 
“However, if the pulp recovers, the dis- 
coloration does not become more pro- 
nounced and may subsequently disappear 
as the hemoglobin in the pulp and den- 
tinal tubulae is gradually absorbed.”* 

Death of the pulp caused by trauma 
resolves itself into dry or moist gangrene 
with subsequent putrefaction. However, 
there is a class of cases of accidental 
pulpal deaths which, for months or years, 
has given no evidence of this condition 
to the patient, except possibly a change 
in tooth color. Suddenly, symptoms of a 
septic inflammation of the periodontal 
membrane are unmistakable. Teeth of 
this type, when opened for removal of 
the necrotic pulp, often are subject to 
violent septic inflammation.*® 

2. Incompletely Filled Infected Pulp- 
less Teeth With or Without Periapical 
Involvement.—This group includes all 
infected pulpless teeth previously treated 
completed with resultant 


filled pulp canals (Fig. 5). 


and poorly 


Case 5-—A roentgenogram of incisors taken 
November 22, 1921 (Fig. 5A), showed a canal 
filling in the left lateral, a diagnostic instru- 
ment in the left central and an incomplete ca- 
nal filling in the right lateral. The pulp in the 
After 


enlarging the canal, a dressing of formocresol 


central was putrescent. cleansing and 
was sealed in. Lugol’s solution was applied for 
an accumulation of an hour, with a dressing 
of the same medicament in the canal. On De- 
cember 1 the canal was filled (Fig. 5B). On 
1922 (Fig. 5C), the right lateral 


canal was filled after removing the old gutta- 


January 5, 


percha filling; the tooth was treated in the 
same manner as the central incisor. 

The last three roentgenograms were taken in 
1928; July, 1932, and October, 
1947, respectively. 


December, 


3. Completely Filled Pulp Canals With 
Concomitant Periapical Involvement. 
This group consists of all teeth in which 
the pulp canals previously have been 


9. Thoma, K. H 
Louis, Mo ( Vv 


Oral Pathology, second ed. St 
Mosby Co., 1944 


if 
ii 
4 
i] 
if 


J.A.D.A., Vol. 38, January 1949... 47 


Figure 4, Case 4 


completely filled, and where periapical 
infection is evident after a reasonable 
length of time after completion. Tw< 
important factors must be considered— 
the age of the patient and the type of 
infection. As a consequence, complete 
regeneration may vary from six months 
to a few years. 

In the treatment of an infected pulp- 
less tooth, there are two kinds of tissue 
to be considered: (a) the dentin which 
is infected and (b) the periapical tissue 
which, in many cases of apical infection, 
is diseased but still has sufficient circu- 


lation to maintain its vitality. The in- 
fected dentin is treated mechanically and 
with chemical agents, but the vital soft 
tissue, which may be aided by electrolytic 
medication, is repaired by the natural 
defensive process of the body after the 
source of irritation has been removed, 
or else by surgical intervention. 

It is hoped that this survey can show 
that the methods employed are practical 
and essentially possible for the practition- 
er with average skill and consideration 
for his patient’s welfare. The technics 
presented have been formulated with 


Figure 5, Case 5 
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modifications to suit a particular need 
and have given satisfactory results for 
more than twenty-five years. 

Although differences of opinion exist 
with regard to technic, the entire pro- 
fession is agreed on the value of disin- 
fection and sterilization as a means of 
prevention of infection. Simplicity must 
be the keynote, avoiding complicated 
procedures. 

The rubber dam should be applied be- 
fore each treatment. No attempt should 
be made to do pulp canal therapy in any 
tooth where its application is not ex- 
pedient, or where saliva cannot be con- 
trolled. To eliminate any possible seepage 
after the application of the rubber dam, 
collodion is applied around the neck of 
the tooth or teeth that have been iso- 
lated. 

The armamentarium has been so fully 
discussed in the past that a description 
of it will be omitted. It is assumed that 
complete sterilization of all instruments 
and dressings by the most approved 
means has been done.* *° 


Infected Nonfilled Pulpless Teeth 


After all diagnostic factors have been 
correlated and treatment is indicated (at 
the first visit if time permits), the rubber 
dam is applied, the tooth and surround- 
ing area is painted with iodine and 
swabbed The tooth is 
opened to the pulp chamber, any debris 


with alcohol. 
or carious dentin is carefully removed 
and a small pellet of cotton moistened 
with beechwood creosote is inserted in 
the pulp chamber. The opening is sealed 
with temporary cement to avoid seepage 
and pressure. Relief from excessive oc- 
clusal stress at this time is very impor- 
tant. 

This procedure is carried out in all 
cases of infected pulpless teeth, except 
when the pulp canals are completely 
filled, or where periapical surgery is 
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contemplated in connection with pulp 
canal therapy at the same time. 

In opening the pulp chamber, one gen- 
eral principle should be observed; to ob- 
tain access to the pulp canal in a direct 
line with the long axis of the tooth. A 
pulp canal should not be entered through 
an approximal, buccal or lingual cavity 
without first extending it to a point 
which will permit direct access, as it is 
impractical to cleanse thoroughly or fill 
the canals correctly unless one conforms 
to this rule. 

If a cavity is located at a point distant 
to where opening for direct access is 
planned, this cavity should be sealed and 
a new opening made. All overhanging 
enamel should be removed. In anterior 
teeth enough dentin should be cut away 
to expose the horns of the pulp. In man- 
dibular molars it is occasionally necessary 
to sacrifice a good portion of the mesial 
wall, and in maxillary molars the buccal 
wall, where extension of the opening of 
the pulp chamber is essential for visible 
approach. 

All openings, especially in posterior 
teeth, should be made slightly funnel- 
shaped to permit the entrance of more 
light into the pulp chamber and to facili- 
tate access to the canal entrance. 

When the patient returns after a two 
or three day interval, the contents of the 
pulp chamber are removed and the ori- 
fice of the canal explored. A pathfinder 
or another flexible instrument is inserted 
and “teased” along the periphery of the 
canal to approximately the apical third. 
Care must be taken not to force 
septic material through the foramen. If 
there is any pulp tissue in the canal, 
extirpate if possible with a_ barbed 
broach. The depth of insertion of the 
broach should not exceed that of the 
previous instrument. 

Enlarge the orifice of the canal with a 
No. 176 right angle Gates Glidden drill. 
The drill should penetrate the canal only 
about 1.5 mm. to create a funnel-shaped 
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opening, in order to provide lodgment 
for the tip of a pipet, so that medica- 
ments used in treatment may be freely 
introduced. Small bayonet-shaped glass 
pipets with a rubber nipple at the larger 
opening, and the tip end protected with 
a celluloid tip, are used for this purpose. 

A solution of sodium hypochlorite 
(chlorinated soda solution), containing 
5 to 6 per cent of active chlorine to 
which is added potassium hydroxide, is 
now introduced into the canal. Although 
it usually requires two hours for the 
sodium hydroxide to dissolve pulp tissue 
completely, whereas potassium hydroxide 
needs about thirty hours, by combining 
the two in proper proportion the rapid- 
ity of penetration of tissue is enhanced, 
and the action is accelerated to a degree 
which makes it practicable for use. The 
time required to disintegrate and dissolve 
pulp tissue with this combination is ten 
to fifteen minutes. The use of any albu- 
min precipitating drug in the canal pre- 
vious to the application of this solution 
will cause a change in the organic ma- 
trix, making it less submissive to disso- 
lution. As with all other chemical agents, 
a reasonable degree of care must be 
exercised in its use. Forceful irrigation 
must be avoided. 

The solution should be allowed to re- 
main in the canal for at least ten min- 
utes, then withdrawn with the pipet and 
a fresh quantity introduced, if necessary, 
until all traces of organic matter have 
disappeared. Following this procedure, 
hydrogen peroxide is used to bring about 
a neutral state and an effervescence 
which will aid in evulsion of any loose 
debris in the canal. The canal is dried 
with absorbent points, and a flexible in- 
strument is inserted for measurement. 
Che dam holder is released and a roent- 
genogram taken with the rubber dam 
over the tooth.‘ 

The next step is to enlarge the canal. 
In adult cases, a No. 1 Kerr file, style B, 
is used; in young patients a file of larger 
diameter can be used, provided it passes 
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freely to the foramen, then is withdrawn 
so as to cut the sides. This means of ac- 
cess is followed by files in numerical se- 
quence until the canal is thoroughly rid 
of any retained debris and is sufficiently 
enlarged. In posterior teeth this proce- 
dure usually requires one or more addi- 
tional visits, depending on the time ele- 
ment, the complexity of the case and the 
proficiency of the operator. 

No attempt should be made to cut 
with the files toward the apex because 
the canal will become clogged, and there 
is danger of injury to the periapical tis- 
sues, also the possibility of forcing ma- 
terial through the foramen. Files should 
not be rotated but should be used only 
as intended. Reamers are resorted to 
occasionally. When using reamers, pre- 
caution must be taken not to cause any 
shelving of the canal or possible perfora- 
tion of the root. Short handled instru- 
ments enhance the tactile sense and are 
preferred to the other type whenever 
their use is feasible. 

An absorbent point dressing of cam- 
phorated monochlorphenol is inserted in 
the canal, making certain that the tip 
does not protrude beyond the apical 
opening. A cotton pledget saturated with 
this solution is placed in the pulp cham- 
ber and then carefully sealed to prevent 
seepage and pressure. The patient is 
dismissed for a few days. 

At the next visit, after dressings have 
been removed, the canal is thoroughly 
dried so that no trace of moisture is 
present. Electrolytic medication, 
termed electrosterilization or ionization, 
is now employed as a therapeutic agent 
for the wall surface of the canal and 
periapical tissues. 

Although clinical reports have shown 
that equally good results are obtained 
without this therapy, especially with ro- 
tation of medication as recommended by 
Grossman and others, the over-all factor 
of time consumption in the majority of 
cases balances itself when it is deter- 
mined by culturing whether or not the 


also 


Figure 6, Case 6 


canal is sterile. After a year of experi- 
mentation with the above method, it 
was found that negative cultures were 
obtainable with more regularity after 
treatment by electrolytic medication than 
by mere interchanging of topical medi- 
cation in the canal.*® 

Lugol’s solution is used as the electro- 
lyte. A slightly tapered iridioplatinum 
wire of correct gage to fit into the canal 
is used for the electrode. The canal and 
pulp chamber are flooded with the solu- 


tion by means of a pipet. The wire, after 
being flamed and cooled, is worked in the 
a piston-like motion in an 


canal with 
attempt to pump the solution beyond the 
foramen. It is then set in the canal, ex- 
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tending as close as possible to the apical 
opening, not allowing more than a 2 mm. 
space ; otherwise effectiveness of action in 
the periapical tissues may be inexistent. 
The iridioplatinum electrode is attached 
to the negative pole, while the positive 
electrode is held in the patient’s hand. 

The time during which the current is 
applied is ascertained according to 
Prinz’s"* formula: 30 representing the 
numerical constant, M.A. the number of 
milliamperes, and T time in minutes. 
a T. The current is adjusted just 
below the point of conscious sensation, 
which in the average case is about 1 M.A 
A fresh solution may be deposited in the 
canal and pulp chamber during treat- 
ment when the electrolyte appears to be 
exhausted. In multirooted teeth, each 
canal is treated individually. Before dis- 
missing the patient, an absorbent point 
immersed in Lugol’s solution is inserted 
in the canal, the pulp chamber dressed 
with bibulous paper and sealed as pre- 
viously described. The next appointment 
should be made no less than two days 
later. 

At the next appointment, after pre- 
liminary precautions of sterilization have 
been fulfilled, a culture may be taken, 
allotting forty-eight hours if necessary for 
the result. From long experience, it has 
been found that, if the preceding treat- 
ments have been strictly conformed to, 
a bacteriologic examination at this time 
will show a preponderance of negative 
results. However, in isolated cases where 


11. Prinz, Hermann, Diseases of the Soft Structure 
of the Teeth and Their Treatment. Philadelphia: Lea 
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Figure 7, Case 7 
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evidence of infection is still apparent, 
electrolytic medication may be continued 
until the culture will show no growth. 

As a clinical research project, during 
the years 1925 and 1926, in collaboration 
with the late Dr. M. L. Rhein, every 
case that came under our observation in 
private practice was cultured, first before 
the operation and thereafter at every 
visit until completion of the case. These 
cultures were sent to Frances Krasnow, 
Ph.D., of Columbia University, for incu- 
bation and analysis. They were numbered 
when sent to the laboratory and names 
were omitted. The incidence of infection 
after one treatment by electrolytic medi- 
cation was proportionately the same as 
reported above. A few canals with peri- 
apical involvement were filled when the 
report continued positive. In time, almost 
all cases showed roentgenographic evi- 
dence of complete regeneration, leaving 
no indication of infection. Conversely, in 
some instances where the culture report 
was negative and the canals were filled, 
the periapical lesions persisted or became 
larger. 

The importance of bacteriology should 
not be depreciated in the treatment of 
pulpless teeth, but one must realize its 
limitations. One should know the organ- 
isms to be dealt with before attempting 
the treatment of an infected pulpless 
tooth, and the results of treatment should 
be determined either by smears or cul- 
tures as a control. However, since there 
are at present no adequate clinical meth- 
ods of bacteriologic check-up, after the 
completion of the case with the tooth in 
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Figure 8, Case 8 


place, subjective and objective symptoms 
and roentgenographic evidence are the 
only guides (Figs. 6 and 7 
Case 6. 
six months 
20, 1932 (Fig. 6A) 
sensitive to percussion and gave no response 
The 


dressed 


The patient had suffered an injury 
before consultation on March 
One tooth was extremely 
to vitality tests chamber 


pulp was 


opened and with a cotton pellet 
moistened with beechwood creosote. Two days 
later the gangrenous pulp was removed and 
the canal cleansed and filled. A dressing of 
camphorated 


and the canal sealed. At three subsequent vis- 


monochlorphenol was _ inserted 
its, Lugol’s solution as electrolytic medication 
was applied for a total of one and a half 


hours. No culture was taken. 


Figure 


9, Case 9 
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On April 5 the canal was filled (Fig. 6B). 
Roentgenograms taken six months later (Fig. 
6C) and sixteen years later (Fig. 6D) show 
the results. Note the disappearance of the ex- 
truded gutta-percha. 


Case 7.—-At the first visit of the patient, a 
woman aged 28 years, the carious dentin was 
removed and a cotton pellet moistened with 
beechwood creosote was sealed in the pulp 
chamber. At a subsequent visit the putrescent 
pulp was removed, the canal was chemically 
cleansed and enlarged and was sealed with a 
dressing of camphorated monochlorphenol. On 
November 13, 1930 (Fig. 7, left), the canal 
was filled after an hour of accumulative appli- 
cations of electrolytic medication with Lugol’s 
solution. The culture was negative. Roentgeno- 
grams are shown of results six years later (Fig 
center) and sixteen years later (Fig. 7, 


right). 


As a precautionary measure, electro- 
lytic medication is again employed in all 
cases, and in anterior teeth where no 
periapical disturbance is noted, the canal 
is filled at this time. In multirooted teeth 
the time factor will necessitate at least 
one additional visit for the completion 
of the canal fillings. 

However, in anterior teeth where a 
periapical lesion is present, and the pa- 
tient definitely refuses to be subjected to 
periapical surgery in case of expediency, 
a dressing of Lugol’s solution is again 
sealed in the canal, and the canal filling 
is deferred until the next visit. As pre- 
viously stated, with very few exceptions 
the culture will be favorable 

In cases of periapical infection involv- 
ing multirooted teeth, the impracticabil- 
ity of surgical intervention in molars and 
mandibular bicuspids makes it especially 
imperative to be cautious. Under these 
circumstances the patient is forewarned 
that if the periapical condition does not 
show improvement in a suitable length 
of time, the posterior tooth must be sacri- 
ficed and that periapical surgery must 
be performed later on the anterior tooth 
or maxillary bicuspids in order to save 


them 
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Broken Instruments in Pulp Canals.—The 
two methods for the removal of broken 
broaches or instruments are mechanical 
and surgical. 

If the broken instrument is wedged 
in the canal and projects from the ori- 
fice, it may be grasped with a pair of 
nonflexible, narrow, long beak serrated 
pliers. If it does not protrude sufficiently, 
a No. 2 round bur may be used in remov- 
ing a small amount of dentin surround- 
ing the broken instrument, to aid in its 
exposure and to facilitate its dislodgment 
with the pliers. Sometimes the fragment 
is successfully dislodged by cautiously 
drilling beside it with a No. 2 round bur 
or passing beside the instrument with a 
reamer, preferably the engine type (Fig. 
8). If the engine reamer is used, roent- 
genograms should be taken after every 
few turns of the engine to ascertain the 
direction of the reamer. If the broken in- 
strument is lodged at the neck of the 
tooth and cannot be removed, as a last 
resort the crown sacrificed to 
facilitate its removal. 


may be 


Case 8.—A man, aged 55 years, had a broken 
instrument in the canal of the upper left lat- 
eral incisor (Fig. 8A). On December 29, 1930, 
the instrument was bypassed with a reamer 
and the canal enlarged with files (Fig. 8B). A 
dressing of beechwood creosote was inserted 
in the canal and it was filled on December 31 
(Fig. 8C). No electrolytic medication was ap- 
plied nor was any culture taken. A roentgeno- 
gram taken approximately six years later shows 


the result (Fig. 8D). 


If the instrument protrudes sufficiently 
through the apex, in teeth where peri- 
apical surgery ordinarily is performed, 
the protruding portion may be grasped 
with the type of pliers previously men- 
tioned and removed through the apex 
after the root end is sufficiently exposed 
At times the root tip’ may be excised 
without cutting through the broken in- 
strument, which may be broader at its 
base and present difficulties in extrica- 
tion. 
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When the instrument has been broken 
off close to the apex, excision beyond the 
broken instrument may be done if too 
much sacrifice is not necessary. In these 


cases apicoectomies are performed imme- 


diately before the pulp canal filling. 


Perforation of a Root.—Parietal and in- 
terradicular perforation can be differen- 
tiated according to position and are of 
pathologic or traumatic etiology. Trau- 
matic perforations occur from careless- 
ness in the use of burs or hand or engine 
reamers. The most successful results in 
repair of traumatic perforations are in 
those situated near the apex, where the 
root end can be excised beyond the per- 
foration. In interradicular and parietal 
perforations located below or above the 
safety zone of root resection, the prog- 
nosis is unfavorable.” 

In some instances of the traumatic type 
of interradicular perforation, the tooth 
may be saved, provided the injury is not 
too extensive. After the pulp chamber 
is thoroughly washed with a sterile, nor- 
mal saline solution and the hemorrhage 
controlled, a small disk of fine gage plati- 
num or pure gold is flamed and, after 
cooling, is seated over the perforation. 
A creamy consistency of cement is flood- 
ed over the capping, embracing its edge 
and a portion of the pulp chamber. In 
order to avoid cement flowing into the 
pulp canals, slightly lubricated, fine blunt 
instruments should be inserted in the 
canals previous to this operation. The 
prognosis in the pathologic type of inter- 
radicular perforation is unfavorable. 


Pulp Canal Filling.—In posterior teeth, a 
solution of ammoniated silver nitrate is 
introduced into each canal with an ab- 
sorbent point and then precipitated with 
eugenol. When the point is removed a 
deposit may be noted. This operation 
should be repeated, if necessary, until it 
is effective. As a particular precaution 
to prevent discoloration, a celluloid con- 
ductor tube may be adapted in the canal, 
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the tip portion being cut off so that after 
its insertion it will enter slightly beyond 
the depth equivalent to the outer gin- 
gival border when set. The portion of 
the tube that protrudes beyond the ori- 
fice of the canal and pulp chamber is 
cut to extend about 8 mm. An absorbent 
point saturated with the solution of silver 
nitrate is passed through the tube, fol- 
lowed by another point moistened with 
eugenol. The canal is dried with absorb- 
ent points and moistened with a con- 
centrated solution of thymol in alcohol. 
Alcohol readily is diffused through the 
canal and aids drying. This solution is 
used previous to pulp canal filling in any 
tooth, whether or not it has been pre- 
ceded by the application of the silver 
nitrate solution. 

After drying with absorbent points, the 
canal is filled with gutta-percha points, 
employing chloropercha (chloroform and 
gutta-percha) as a solvent, or silver 
points are utilized. Gutta-percha pulp 
canal fillings are used in anterior teeth 
and at times in posteriors. 

For more than ten years, silver points 
in conjunction with a germicidal paste’? 
have been used in filling canals of pos- 
terior teeth, especially molars, because 
of ease of manipulation in constricted 
canals as compared with gutta-percha. 
In order to facilitate partial removal of 
a pulp canal filling, so that a post may be 
utilized, the lingual canal of the maxil- 
lary molar and the distal canal of the 
mandibular molar are filled with gutta- 
percha and chloropercha. The silver 
point is sometimes used in anterior teeth 
of hypersensitive patients, where it is ex- 
tremely desirable to avoid pericementitis 
possible extrusion of 


resulting from 


gutta-percha. 


12. The formula for the germicidal paste is as follows 


Pou de r 

Zine oxide, C.P. 

Precipitated silver, C.P. (200 
Thymol iodide, U.S.P 

White rosin, U.S.P 

Liquid 

Eugenol, U.S.P 

Beechwood creosote, U.S.P 


40 parts 
30 parts 
15 parts 
15 parts 


mesh ) 


parts 
10 parts 
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Incompletely Filled Infected Pulpless Teeth 


After all diagnostic factors have been 
established (Fig. 9), the rubber dam is 
applied as described. The pulp chamber 
is cleared and the orifice of the canal 
exposed. If the canal is filled with gutta- 
percha, an appropriate explorer or root 
canal plugger is heated and inserted in 
the filling to a depth of a few millimeters. 
Th: pulp chamber and canal are flooded 
with xylol. The canal is entered grad- 
uaily and gutta-percha is removed with 
reamers and cotton wrapped broaches. 
The dissolved filling material must not 
be forced through the apex. If the canal 
is filled with an agent other than gutta- 
percha or cement, chloroform can be 
used if xylol is not effective. In cases of 
cement, the only recourse is the engine 
reamer or a mineral acid; both are quite 
unsatisfactory. After the filling is re- 
moved, subsequent treatment is the same 
as previously outlined.”*** 


Case 9.—A roentgenogram taken of a man, 
aged 42, on October 4, 1942 (Fig. 9A), re- 
vealed an incomplete canal filling in the distal 
root of the mandibular left second molar. A 
dressing of beechwood creosote was sealed in 
the pulp chamber. A few days later the old 
gutta-percha filling was removed and a dress- 
ing of the same medicament was sealed in the 
distal canal and pulp chamber. After chemi- 
cally cleansing and enlarging the canals, elec- 
trolytic medication with Lugol’s solution was 
applied for thirty minutes in each canal. Cul- 
tures taken at subsequent visits were negative. 
The canal was filled on October 24 (Fig. 9B). 
Figures 9C and 9D show t* results of treat- 
ment after three and a ha a five years. 


Completely Filled Pulp 


In cases treated and filled by myself, 
where the periapical area shows no ap- 
preciable improvement after a reason- 
able length of time, the procedure in 
anterior teeth and in some maxillary bi- 
cuspids is the same as previously de- 
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scribed, only the filling is not removed. In 
cases treated by someone else, the filling 
is removed and the tooth retreated. Pos- 
terior teeth in this group that have been 
treated by someone else are re-treated. 
However, in those cases treated by my- 
self, the removal of the tooth is advised, 
because of familiarity with previously 
existing conditions. 


Periapical Surgery 


In the management of periapical in- 
fections, one may resort to surgery imme- 
diately prior to pulp canal therapy, at 
the same visit after the pulp canal has 
been filled or at a subsequent period. 
Surgery may also be employed as final 
recourse, where rational methods have 
failed. In a large percentage of cases, 
good results have been obtainable by 
thorough curettage of the periapical area, 
without root end resection. However, 
where the apical foramen is not com- 
pletely developed, and jagged edges are 
present, the root end is leveled off. Api- 
coectomy is performed under the follow- 
ing conditions: (a) where there is root 
end resorption, (b) in complete enuclea- 
tion of radicular cysts, (c) where the 
diseased tissue lying lingually to a root 
cannot be readily approached with a 
curet and (d) in special cases previously 
mentioned. 

I perform periapical surgery before- 
hand, where an appreciable amount of 
periapical rarefaction is present, and the 
canal cannot be thoroughly dried, owing 
to an uncontrollable discharge of pus or 
serous fluid from the apical area. Surgery 
is limited to maxillary anteriors and bi- 
cuspids, and mandibular anteriors. Over 
a period of many years, the results have 
been gratifying (Fig. 10). 


Cose 10.—A man, aged 23 years, had a gran- 
uloma at the apical area of the maxillary right 
second bicuspid (Fig. 10A). On January 8, 
1932, an opening was made in the pulp cham- 
ber and a dressing of beechwood creosote 


fi 
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Figure 10, Case 10 


sealed in. On January 29 the putrescefit pulp 


was removed, the canal was chemically 
cleansed and enlarged and a similar dressing 
again applied. The canal was filled on Feb- 
ruary 13 (Fig 


tion was applied nor was bacteriologic exam- 


10B). No electrolytic medica- 


ination made. Periapical curettage was per- 
formed a few days later (Fig. 10C). A roent- 
genogram taken sixteen years later (Fig. 10D) 
shows the results. 

The rubber dam is applied, and the 
tooth is correctly opened. The organic 
contents of the pulp chamber and canal 
are mechanically removed, and the canal 
is enlarged. The pulp chamber is sealed 
with temporary stopping and the rubber 
dam removed. 

After sterilization and anesthetization 
of the region, a semilunar incision is 
made through the mucoperiosteum to the 
underlying bone, with convexity toward 
the crown. The mucoperiosteal flap is 
separated from the bone with a periosteal 
elevator and held back with a retractor. 
With fine gouges, a sufficient amount of 
the outer plate is removed to expose the 
root end and periapical area. The bony 
rim of the opening may be trimmed with 
a small, round surgical bur. Many times, 
the outer plate of bone over the root end 
is already destroyed or a fistula is present, 
in which case the opening is just enlarged 


to bring into view the root end and the 


surrounding tissue. The periapical, ar@a 
is carefully enucleated with correctly 
angled, suitably sized curets. If necessary; 
the root end is cut down or excised with 
a medium fine fissure bur. Care should 
be taken not to cut away too much root 
structure. 

With a diamond point, the cut surface 
of the root is smoothed and the circum- 
slightly beveled or 
The wound is now 


ferential sharp edge 
preferably rounded. 
irrigated with sterile normal saline solu- 
tion and then tightly packed with 2 inch, 
iodoform gauze, especially around the 
root end, to avoid seepage of blood into 
the canal. The flap is temporarily re- 
placed to normal position. 

The rubber dam is applied again, the 
crown of the tooth and surrounding re- 
gion are sterilized, and the temporary 
stopping is removed. The canal now may 
be dried with absorbent points and then 
sterilized and prepared for filling in the 
usual manner. 

The canal is filled with gutta-percha 
points thoroughly macerated in chloro- 
percha, disregarding any amount of ex- 
trusion at the foramen as long as the 
filling is compact. At this time, a roent- 
genogram is taken to determine whether 
the canal has been completely filled. If 
so, the excess gutta-percha at the orifice 


Lieban 
A B 
AP 
C D | 


Figure 11, Case 11 


of the canal is seared off with a hot ball 
burnisher. Before resealing the pulp 
Chainber, a small piece of bibulous paper 
is placed over the canal filling to prevent 
the temporary stopping from adhering. 
The rubber dam is removed. 

The flap is retracted and the packing 
removed from the bone cavity. The ex- 
cess filling that protrudes through the 
apical end of the root is seared off cau- 
tiously with a heated, thin, flat plastic 
instrument and then swabbed with a 
small pellet of cotton moistened with 
eucalyptol to insure a hermetic seal. In 
addition, where the root end has been 
cut down or excised, the cut surface of 
the remaining root is covered with silver 
nitrate. The precipitant is eugenol.**** 

The tooth and area are again roent- 
genographed to make certain that all 
loose bits of gutta-percha have been re- 
moved. The wound once more is care- 
fully curetted, irrigated and dusted with 
sulfanilamide powder applied by means 
of a powder blower. No electrolytic medi- 


14. Lieban, E. A., Traumatic Injuries to Children’s 
Teeth. New York State D.J. 13:31:19 (June-July) 1947 


The Journal of the American Dental Association 


cation is applied or cultures taken with 
this procedure. The advantage of this 
technic is the time saved. The entire op- 
eration is accomplished in one sitting; 
also there is immediate relief of discom- 
fort and absence of postoperative pain 
in practically every case (Fig. 11). 

Case 11.—The patient’s tooth had been devital- 
ized and the canal had been filled since 1922. 
An apicoectomy had been done in 1932, but 
no attempt was made to remove the old filling 
A roentgenogram taken on June 5, 1937, 
showed a chronic abscess and fistula present 
(Fig. 11A). On June 10 the old filling was 
removed and pus discharged through the 
canal. A dressing of beechwood creosote was 
sealed in. On June 15, after enlarging the 
canal, a second apicoectomy was performed 
(Fig. 11B) immediately before sterilizing and 
filling the canal, at the same sitting. The cir- 
cumscribed, irregular, whitish line present in 
the roentgenogram was caused by application 
of Churchill’s iodine and silver nitrate in the 
socket. Figure 11C was taken six months after 
treatment and Figure 11D, ten and a half 
years later. 


Cose 12.—Although there was no history of pre- 
vious exacerbations in this case, a roentgeno- 
gram revealed a chronic abscess and fistula 
present (Fig. 12, left). On May 12, 1923, the 
post was removed and a dressing of formo- 
cresol was scaled in the canal. At the next visit 
the canal was sterilized and enlarged, with 
formocresol again used as a dressing. On May 
15 apicoectomy was performed immediately 
previous to sterilization and filling of the ca- 
nal, at the same sitting. A roentgenogram 
taken seven years later (Fig. 12, right) shows 
the result of treatment. 


For many years, the use of medica- 
ments was eliminated in the wound be- 
fore final suturing. At intervals, various 
antiseptics and drugs were tried. For the 
past three years, sulfanilamide powder 
has been used with favorable results in 
that postoperative edema is lessened ma- 
terially. 

Although recently penicillin has been 
recommended for treatment of infected 
pulpless teeth and periapical infections, 
at present insufficient experimental and 
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Figure 12, Case 12 


clinical evidence has been reported to 
determine its advantages. My limited ex- 
perience with it would discount any defi- 
nite statement concerning its efficacy as 
compared with other methods of treat- 
ment. Controlled cases over a period of 
time are the only logical means of deter- 
mining its efficacy. 


Basically, the most important factors 
in the successful management of the vari- 
ous types of pulpless teeth are: (a) care- 
ful diagnosis and selection of cases, (b) 
asepsis, (c) thorough cleansing and me- 
chanical enlargement of the canals and 
(d) good compact fillings of ideal ma- 
terial—30 West Fifty-Ninth Street. 


MINIMIZING RISK OF HYPODERMIC 
NEEDLE BREAKAGE; REMOVAL OF 


BROKEN NEEDLE FROM MANDIBLE 


Robert A. Atterbury, D.D.S., Chicago 


ably occurs most frequently in ad- 

ministering injections for the inferior 
dental nerve (the so-called mandibular 
injection). Accidents of this nature are 
not as frequent as they used to be, prob- 
ably because the operator has become 
more dextrous and is more familiar with 
the anatomic structures that the hypo- 
dermic needle must pass through. 

Needle breakage cannot be absolutely 
prevented, but these accidents can be 
reduced to a minimum if the following 
cautions are observed. All of the condi- 
tions relating or contributing to the risk 


Pati of hypodermic needles prob- 


of needle breakage will not be mentioned, 
but the most important points will be 
emphasized. 

1. New needles should be tested before 
use. 

2. The syringe should be handed to 
the operator from behind the patient’s 
head, and the patient should be warned 
not to move as the needle touches the 
mucous membrane. Injecting a small 
amount of the solution, slowly and care- 
fully, in advance of the needle will tend 
to lessen the pain associated with the 
injection. 

3. The mandible should be held firmly 


CP 


while making the injection. The technic 
advocated for the left mandibular injec- 
tion is to place the left arm around the 
patient’s head with the fingers resting on 
the inferior border of the mandible and 
the left thumb on the external oblique 
line. Similarly, for the right mandibular 
injection the index finger of the left hand 
is placed on the external oblique line, and 
the thumb on the inferior border of the 
mandible. This type of grip for injec- 
tions in either side of the mandible differs 
from that usually taught, but it will tend 
to hold the mandible morg firmly. The 
patient will be able to move his head, 
but more slowly, and the operator can 
easily follow any movement of the head, 
thus avoiding bending and _ possible 
breaking the needle. 

4. The needle point should be inserted 
in the shortest and most direct line to 
the inferior dental foramen; in other 
words, the needle should always be kept 
straight during the injection process. 

5. There should be no resistance in the 
injection. 

6. No force should be exerted on the 
needle. 

7. Refrain from striking bone, as this 
may cause the needle to bend and break. 

8. Avoid injecting into the periosteum. 
The bevel side of the needle should be 
away from the bony surface, to reduce 
the ‘tendency for the needle point to 
catch in any irregularity on the surface 
of the bone. 

9. The needle should be of adequate 
length and should not be embedded to 
the hub, as in this position it is vulner- 
able to breakage. 

Rather than follow a specific “named” 
technic for mandibular injections, one 
would do well to obtain a_ thorough 
knowledge of the anatomy of the region 
involved and then apply common sense 
during the injection process. 

There have been cases where the 
needle remained embedded in the tissues 
without apparent complications, but it is 
the operator’s duty to see that the needle 
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is removed, as it may cause complications 
later. Broken needles should be removed 
at the earliest opportunity, before trismus 
or edema appear. 


Report of Case 


A woman, aged 36 years, consulted her den- 
tist for removal of a lower first molar. Using 
premedication and local anesthesia, injection 
was made for the left inferior alveolar nerve. 
As the syringe was being withdrawn, the pa- 
tient moved her head suddenly, causing the 
needle to break. The detached portion of the 
needle disappeared. Extraction of the involved 
tooth was completed carefully and the patient 
was referred for removal of the broken hypo- 
dermic needle. 

Clinical examination of the patient failed to 
disclose any evidence of trismus or edema. 

Roentgenograms were made to disclose the 
exact position of the needle with relation to 
the bone (see illustration). This procedure is 
important, even though in this instance the 
exact position of the broken fragment seemed 
assured. The roentgenograms showed that the 
needle was lying between the soft tissues and 
the bone on the lingual side of the ramus, ap- 
parently in proper position for a mandibular 
block. The postero-anterior roentgenogram 
shows the position of the needle relative to the 
inner border of the ramus. The lateral roent- 
genogram shows the relation of the needle to 
the bony landmarks and its distance below the 
sigmoid notch. 

Operative intervention followed. The patient 
was seated with the head in a vertical posi- 
tion, as for a mandibular injection, and a 
mouth prop was placed on the right side. The 
region was anesthetized with procaine anes- 
thesia, using a higher content of epinephrine 
than usual. 

A shallow incision was made through the 
superficial tissues, beginning in the region of 
the lower left third molar and extending up- 
ward along the anterior border of the ramus 
The tissues were dissected bluntly for a short 
distance above and below the suspected level 
of the broken needle. Dissection was continued 
distally along the inner surface of the ramus, 
next. to the periosteum, care being used not 
to elevate the periosteum from the bone. The 
lingual nerve was encountered and this was 
retracted with care to prevent any injury. By 
continued blunt dissection, the fibers of the 
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Left: Postero-anterior view showing the position of the broken needle relative to the inner border 
of the ramus. Right: Lateral view showing the broken needle below the sigmoid notch and 
apparently in a proper position for a left mandibular block 


internal pterygoid muscle were separated lin- 
gually in one plane only, above and below the 
location of the needle. This exposed the an- 
terior tip of the needle, which was carefully 
grasped with a hemostat and removed. The 
lingual nerve was released and the fibers of the 
internal pterygoid were approximated. The 
margins of the incision were coaptated and 
closed with black silk interrupted sutures. 

The operative site was irrigated daily with 
warm iodo-saline solution and the sutures were 
days 


course was uneventful 


removed after: five The postoperative 


Comment 


This case report serves to emphasize 
the importance of anatomic knowledge 
of the region to be injected, dexterity of 
the operator and familiarity with the 
conditions that may to the 
risk of needle accidents. 

The value of roentgenograms cannot 
be overstressed. Both a lateral and a pos- 


contribute 


tero-anterior view are necessary to dis- 
cover the exact position of a foreign 
body. 

In the event that a needle has been 


injected and broken in an area remote 
from the usual mandibular site, a radio- 
paque finder may be placed in the tissues 
in the approximate location of the broken 
needle. The finder, which may be an- 
other hypodermic needle with a knob or 
hub on the end, should remain in place 
throughout the operation. 

The use of block anesthesia allows for 
the utmost cooperation of the patient. 
The operative field is comparatively 
bloodless when a high percentage of 
epinephrine is used in the anesthetic. 

If the lingual nerve is exposed during 
the operative procedure, it should be 
protected and retracted with the utmost 
of care to avoid injury. 
operators advocate incision 
through the superior constrictor pharynx 
muscle slightly posterior to the pterygo- 
mandibular raphe. Incising the pterygo- 
mandibular ligament, the structure that 
unites the superior constrictor of the 
pharynx and the buccinator muscle, may 
produce a ptosis of the soft palate on 
the operative side.—55 East Washington 
Street. 
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ACQUIRED RESISTANCE OF BACTERIA 


TO ANTIBIOTIC COMPOUNDS 


John A. Kolmer, M.D., Philadelphia 


CQUIRED resistance of bacteria to anti- 
biotic compounds is of interest not 
only from the standpoint of its mech- 

anism but also because it is of great prac- 
tical importance in treatment. This is 
especially true of penicillin and strepto- 
mycin, about which considerable infor- 
mation has been gained. Whether or not 
bacteria may acquire resistance to tyro- 
thricin, bacitracin, subtilin, polymyxin 
(aerosporin) and other antibiotics re- 
mains to be more fully determined by 
experimental and clinical investigations 
but, theoretically at least, this appears to 
be possible. 

Acquired resistance of bacteria to anti- 
biotic compounds may be fundamentally 
related to natural resistance in the sense 
that in any culture of a highly susceptible 
species there may occur mutants of in- 
creased resistance.’ These not only may 
be responsible for failures in treatment 
but apparently are capable of acquiring 
additional resistance through exposure to 
a compound in vitro or in vivo. Suscep- 
tibility and resistance, however, are 
usually only relative terms; resistance 
means that a particular strain of micro- 
organism requires more antibiotic for its 
crippling or complete destruction than 
most other strains of the same species. 

Tests of the susceptibility of micro- 

This article has been authorized for publication by 
the Council on Dental Therapeutics. The opinions 
expressed are those of the author and do not neces- 
sarily reflect the opinions of the Council. 

Professor of medicine, School of Medicine and 


School of Dentistry, Temple University; director of 
the Research Institute of Gssneees Medicine, Phila- 
delphia. 

1. The term “mutants” is employed throughout 
this article as a synonym for naturally resistant cells 
occurring in a bacterial population although the trans- 
missible change is not always permanent. 
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organisms to penicillin or streptomycin, 
or both, frequently are required when 
treatment with antibiotics is considered. 
Unfortunately, as ordinarily conducted, 
they may be of but limited value because 
of technical conditions. Tests conducted 
in different laboratories with the same 
culture may give widely varying and con- 
fusing results, for many factors influence 
tests of the susceptibility of bacteria to 
penicillin and especially to streptomy- 
cin.?* 

It is particularly important that the 
tests be capable of detecting the presence 
of naturally resistant mutants. This re- 
quires that susceptibility tests be con- 
ducted with relatively large numbers of 
micro-organisms since there are usually 
but few naturally resistant mutants 
among millions of highly susceptible bac- 
terial cells. Thus when tests are con- 
ducted with single colonies of any micro- 
organism, resistant mutants may readily 
escape detection. A mixed culture of nu- 
merous colonies (the more the better), 
along with a large test dose or inoculum, 
is required to reduce this possible source 
of error to a minimum. Furthermore, 
as ordinarily conducted, susceptibility 
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tests show only the bacteriostatic activi- 
ties of penicillin or streptomycin, whereas 
it is advisable to determine susceptibility 
to the bactericidal effects of these agents 
as a more reliable guide to dosage and 
administration. It is apparent that stand- 
ardized tests for determining the sus- 
ceptibility of micro-organisms to both 
the bacteriostatic and the bactericidal 
effects of penicillin and streptomycin are 
urgently required to facilitate the pro- 
phylaxis and treatment of acute and 
chronic infections. 


Mechanism of Antibacterial Activity 


Knowledge of the way in which peni- 
cillin and streptomycin destroy bacteria 
in vitro and in vivo is fundamental to an 
understanding of the mechanism of ac- 
quired resistance. Although much infor- 
mation and numerous theories have ac- 
cumulated bearing on the antibacterial 
activity of penicillin, the precise mode of 
action is still unknown and even less is 
known about the mechanism by which 
streptomycin acts. Penicillin is believed 
to be more active against young cells and 
those about to divide than against resting 
cells. The same may be true of strepto- 
mycin, with the suggestion that the anti- 
bacterial activity of both depends to a 
large extent upon genesistasis. Further- 
more, penicillin, at least, apparently in- 
jures respiratory enzymes or other enzy- 
matic systems, especially the hydrogenase 
system, causing inhibition of respiration 
and of endogenous oxygen uptake, and 
resulting regressive biochemical 
changes.”"* Gale and his colleagues,* *° 
working with staphylococci, have also ob- 

7. Chain, E.; Duthie, E. S., and Callow, D., Bac- 
tericidal and Bacteriolytic Action of Penicillin on the 
Staphylococcus. Lancet 1:652 (May 26) 1945. 


8. Krampitz, L. O., and Werkman, C. H., On the 
Mode of Action of Penicillin. Arch. Biochem. 12:57 
(January) 1947 

9. Gale, E. F., and Taylor, E. S., Action of Peni- 
cillin in Preventing the Assimilation of Glutamic Acid 
by Staphylococcus Aureus. Nature 158:676 (Novem- 
ber 9) 1946. 

10. Gale, E. F., and Rodwell, A. W., Amino Acid 
Metabolism of Penicillin-resistant Staphylococci. J. 
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served that penicillin prevents the assim- 
ilation of free glutamic acid, which pre- 
cedes the loss of respiration and lysis of 
cells coincident with the loss of viability. 

Under the circumstances it appears 
that the antibacterial activity of peni- 
cillin, and doubtless that of streptomycin, 
is due to interference with some essential 
metabolite or metabolic process of sus- 
ceptible cells. This may result only in 
bacteriostasis, with the assumption that 
in vivo the crippled micro-organisms are 
finally disposed of by immunologic proc- 
esses, particularly phagocytosis by the 
cells of the lymphoid-reticulo-endothelial 
system. On the other hand higher con- 
centrations of these antibiotics are bac- 
tericidal, causing complete destruction 
of the cells through lysis or disintegration. 

Curiously enough, Paine and Finland” 
have recently reported that mutants have 
been found in cultures of Staphylococcus 
aureus, Escherichia coli, Pseudomonas 
aeruginosa and Proteus morganii which 
depended upon the presence of strepto- 
mycin in culture media as an essential 
metabolite or growth factor; conse- 
quently, they designated these mutants 
as “dependent” strains. Similar results 
have been reported by Miller’? with two 
resistant mutants of meningococcus 
which required the presence of strepto- 
mycin for growth not only in vitro but 
likewise in vivo, since they did not pro- 
duce infections in mice until the animals 
were treated with streptomycin. 

So far there have been no reports on 
the occurrence in vitro or in vivo of 
micro-organisms dependent on penicillin 
as an essential metabolite or growth fac- 
tor. Nor have there been any reports of 
infections due to streptomycin-dependent 
mutants of micro-organisms, probably 
because media containing streptomycin 
have not been used for bacteriologic ex- 
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aminations of patients. Hall and Spink,'* 
however, have described a strain of 
Brucella abortus that acquired resistance 
to streptomycin during treatment and 
grew better in the presence of the com- 
pound. It is likely that if and when de- 
pendent mutants produce infection, the 
administration of streptomycin may not 
only fail therapeutically but actually pro- 
duce an enhancement of the infection. 


Mechanism of Acquired Resistance 


Mutants naturally resistant to strepto- 
mycin occur much more frequently than 
mutants naturally resistant to penicillin. 
This probably accounts for the fact that 
bacteria acquire resistance to streptomy- 
cin much more frequently and more rap- 
idly than to penicillin. Furthermore, nat- 
urally resistant mutants occur more fre- 
quently in some bacterial species than in 
others. For example, staphylococci as a 
group show more mutants naturally re- 
sistant to penicillin and acquire resist- 
ance to the compound both in vitro and 
in vivo much more readily and frequently 
than most other bacterial species. Al- 
though Treponema pallidum is highly 
susceptible to penicillin, Tung and Fra- 
zier‘* were unable to increase the re- 
sistance of the Reiter strain in vitro. 
Kolmer and Rule*® observed no detect- 
able increase of resistance of the virulent 
Nichols-Hough strain after three trans- 
fers through rabbits treated with sub- 
curative doses of penicillin. Gezon" 
has observed that beta hemolytic strep- 
tococci of group B acquire resistance to 
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penicillin in vitro much more frequently 
than streptococci of groups A and C. 

The exact mechanism of acquired re- 
sistance of bacteria to antibiotics is still 
unknown. According to Demerec'’** the 
mechanism consists in the elimination of 
susceptible micro-organisms, leaving nat- 
urally resistant mutants which undergo 
further enhancement of resistance upon 
repeated exposures to the compound. 
Demerec has interpreted this as being due 
to the summation of the effects of several 
independent genetic factors for resistance 
which undergo consecutive mutation. In 
other words, according to this hypothesis, 
acquired resistance consists of the selec- 
tion of naturally resistant mutants which 
undergo a further increase of resistance 
through “training” in or in vivo. 
From this point of view the mechanism 
is to be interpreted as essentially one of 
bacterial genetics. Certainly considerable 
evidence has accumulated in support of 
the theory,’ *° although it must be ad- 
mitted that it is difficult to determine 
whether or not only mutants are in- 
volved. Some investigators maintain that 
this selective process is not as important 
as the physiologic response of bacteria 
to antibiotic compounds.** 


vitro 


Amino-Acids 


As previously stated, Gale and his col- 


leagues**® concluded that penicillin im- 


pairs the ability of staphylococci and 
other gram-positive micro-organisms to 


assimilate certain free amino acids. In 
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their opinion acquired resistance is due 
to a reduced dependence on assimilation 
with an acquired ability to synthesize 
glutamic acid and other amino acids 
from ammonia and glucose in the pres- 
ence of thiamine. In other words, accord- 
ing to their observations, acquired resist- 
ance consists in the selection of mutants 
that are less dependent on the process 
of assimilation of free amino acids until, 
eventually, all micro-organisms are sup- 
pressed except those that grow by syn- 
thesis instead of by assimilation of these 
substances. Since gram-positive bacteria 
usually become gram-negative upon 
acquiring a high degree of resistance in 
vitro, these investigators have logically 
concluded that the capacity for assimila- 
tion of free amino acids is associated with 
the ‘presence of the gram-positive com- 
plex in the cell wall. 

Whether or not this mechanism is in- 
volved in acquired resistance of meningo- 
cocci, gonococci, and other gram-nega- 
tive micro-organisms to penicillin or of 
acquired resistance of gram-positive and 
gram-negative bacteria to streptomycin 
cannot be stated. Nevertheless, the results 
indicate that the mechanism of acquired 
resistance of micro-organisms to anti- 
biotics may be similar in principle to that 
involved in acquired resistance to the 
sulfonamide compounds. Woods** has 
shown that sulfonamides compete with 
bacteria for para-aminobenzoic acid 
which they require in enzyme systems 
necessary for their survival and growth. 
Since susceptible micro-organisms are 
regarded as unable to synthesize para- 
aminobenzoic acid, this competition re- 
sults in their crippling or complete de- 
struction. Upon repeated exposure to 
sulfonamide compounds in vitro or in 
vivo, however, the bacteria may acquire 
the ability to synthesize sufficient amounts 
of para-aminobenzoic acid to meet their 
requirements, which results in acquired 
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resistance. Fildes** has suggested that a 
rational approach to chemotherapeutic 
research consists in the endeavor to alter 
the structure of a known essential metab- 
olite of bacterial cells in such a way that 
the resulting compound may block an 
enzyme system of which the metabolite 
normally occupies an important func- 
tional part. 


Penicillinase 


As is now well known, many different 
gram-positive and gram-negative micro- 
organisms produce penicillinase, which 
undoubtedly accounts, at least partly, for 
their natural resistance to penicillin in 
vitro and in vivo. But micro-organisms 
may be naturally resistant to penicillin 
without the detectable production of this 
inhibiting agent.** Furthermore, it does 
not appear that staphylococci which 
acquire resistance to penicillin in vitro 
owe this resistance to an acquired ability 
to produce penicillinase, although this 
may be true of some strains of staphylo- 
cocci acquiring resistance in vivo.”® At 
all events it is practically certain that 
natural and acquired resistance of bac- 
teria to penicillin is not due solely to the 
production of penicillinase. Furthermore, 
bacteria apparently do not produce a 
similar inhibitor for streptomycin.** 


Changes Accompanying Acquired 
Resistance 


When bacteria acquire resistance to 
penicillin or streptomycin in vivo during 
treatment they are not likely to show de- 
tectable changes in morphology or in 
tinctorial or biochemical properties. Con- 
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sequently, resistance acquired in vivo is 
not usually detectable in the course of 
routine bacteriologic examinations al- 
though it is sometimes suspected because 
of slower growth and the production of 
smaller colonies. But pronounced resist- 
ance acquired in vitro through “training” 
frequently results in such marked pleo- 
morphic and tinctorial changes that 
staphylococci assume coccobacillary or 
diphtheroid forms and gram-positive 
micro-organisms become gram-negative. 
Pronounced physiologic or biochemical 
changes may also occur; for instance, 
reduced growth and smaller colonies in 
culture media, reduction or loss of ability 
to grow anaerobically, and reduction or 
loss in the capacity for producing pig- 
ments or hemolysins or for fermenting 
sugars, reducing nitrates or producing 


hydrogen sulfide. Staphylococci that be- 
come resistant in vitro may acquire the 
ability to synthesize nicotinic aci 
Curiously enough, however, bacteria that 
have undergone these profound changes 
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while acquiring resistance gradually re- 
turn to their original state when culti- 
vated in antibiotic-free broth media.** ** 


Induced Susceptibility 


Even more surprising is the recent re- 

f Voureka*® th i f 

port o oureka”™ that some strains 0 
penicillin-resistant staphylococci and 
streptococci were readily reversed to a 
susceptible state by growing them in 
mixed culture with other penicillin-sus- 
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ceptible or penicillin-resistant micro-or- 
ganisms. Indeed, it is stated that this re- 
versal can be induced if the bacterial 
association occurs in the refrigerator, 
where growth is suspended, or by using 
autolysates of sensitizing micro-organ- 
isms. Voureka offered no explanation of 
this phenomenon—whether, for exam- 
ple, the sensitizing agent adsorbs the re- 
sistant micro-organisms, or whether sen- 
sitized staphylococci lose their capacity 
to produce penicillinase—but her work 
certainly opens up a new and interesting 
field in the problem of both natural and 
acquired resistance. 

This transference of susceptibility to 
penicillin from one micro-organism to 
another apparently has been confirmed 
by Winner,** who has reported that 
the susceptibility of penicillin-resistant 
staphylococcus was increased about two 
hundred times by growing it for four 
hours in contact with a susceptible strep- 
tococcus. Barber,** however, has pointed 
out that since many penicillin-sensitive 
staphylococci kept in the laboratory do 
not breed true, such claims are unreliable 
if based on the testing of single colonies. 
By studying 50 colonies from each of the 
two cultures used by Voureka, Barber 
was unable to find any significant in- 
crease in the number of colonies rendered 
more susceptible to penicillin through 
exposure to the Milne strain of strepto- 
coccus for “sensitizing” purposes. Under 
the circumstances Barber has expressed 
the opinion that the results reported by 
Voureka and Winner were due merely 
to spontaneous mutation. 

Of further interest in this connection 
is whether or not bacteria with an ac- 
quired resistance to either penicillin or 
streptomycin also display acquired re- 
sistance to the other drug. Graessle and 
Frost*® have reported that one of two 
strains of penicillin-resistant staphylo- 
~ 34. Winner, H. I., Quantitative Sensitisation of a 
Staphylococcus. Lancet 1:674 (May 


Barber, Mary, Sensitisation of Penicillin-resistant 
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cocci. showed increased resistance to 
streptomycin, but that strains of strepto- 
mycin-resistant micro-organisms showed 
no cross resistance to penicillin. Klimek 
and his associates,** however, have ob- 
served this cross resistance. 

Sullivan and his colleagues** found 
that a strain of Staphylococcus aureus 
with acquired resistance to streptothricin 
was more resistant to streptomycin than 
the parent culture. Meleney and John- 
son** have reported that aerobic and 
anaerobic cocci resistant to penicillin 
were susceptible to bacitracin and organ- 
isms resistant to bacitracin were suscep- 
tible to penicillin. 

Unfortunately, and of great impor- 
tance in relation to treatment as well as 
to public health and epidemiology, patho- 
genic micro-organisms acquiring resist- 
ance to penicillin or streptomycin in vivo 
or in vitro usually retain their virulence. 
Thus all but one of seven strains of men- 
ingococci with acquired resistance to 


penicillin were found to be virulent for 
mice.** Tubercle bacilli with acquired 
resistance to streptomycin have also been 
found virulent for mice and ‘guinea 


39, 40 


pigs. Salmonella with acquired re- 
sistance to streptomycin in vitro were 
stated, however, to have lost their viru- 
lence for animals.” 


Clinical Aspects 


How the dangers of acquired resistance 
to antibiotic compounds are to be over- 
come is still conjectural, especially in the 

36. Sullivan, aegeeeein, and others, Reciprocal Sen- 
sitivities of Staphylococcus Aureus to Streptomycin, 
Streptothricin and Penicillin. Science 104:397 (Octo- 
ber 25) 1940 

37. Meleney, F. L., and Johnson, Balbina, Bacitracin 
Therapy. J/.A.M.A. 133:675 (March 8) 1947. 

38. Miller, C. P., and Bohnhoff, Marjorie, Studies on 
Action of Penicillin. V. Virulence of Penicillin Resistant 
Strains of Meningococcus. Proc. Soc. Exper. Biol. @ 
Med. 60:356 (December) 1945. 

39. Youmans, G. P., and Williston, E. H., Effect 
of Streptomycin on Experimental Infections Produced 
in Mice with Streptomycin Resistant Strains of M. 
Tuberculosis var. Hominis. Proc. Soc. Exper. Biol. @ 
Med. 63:131 (October) 1946. 
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Proc. Soc. Exper. Biol. @ Med. 64:6 (January) 1947. 
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case of streptomycin. Fortunately the lit- 
erature contains few reports presenting 
convincing evidence of resistance to peni- 
cillin acquired by bacteria during treat- 
ment. Resistance is usually acquired 
slowly and the dosages ordinarily pre- 
scribed are sufficient for the destruction 
of naturally resistant variants. Miller,’* 
discussing infections that apparently be- 
come resistant to penicillin during treat- 
ment, said: 


In such instances, one must be sure that the 
infection is being maintained by the same 
strain which initiated it, for secondary infec- 
tion with a penicillin-resistant micro-organism 
often accounts for failure of the drug to con- 
trol an infection rather than the actual devel- 
opment of penicillin resistance. 


Whether or not bacteria, including oral 
spirochetes, may acquire resistance in 
the course of topical treatment with peni- 
cillin cannot be stated, as this phase of 
the problem has not been sufficiently in- 
vestigated. Available data, however, indi- 
cate that bacteria may acquire resistance 
to penicillin through topical treatment 
with the compound. Under the circum- 
stances I believe that topical solutions 
should contain at least 1,000 to 2,000 
units per cubic centimeter and ointments 
at least 500 to 2,000 units per gram for 
dental use, and that applications should 
be frequent enough not only for prompt 
therapeutic results but for complete de- 
struction of any naturally resistant mu- 
tants that may be present. 

As previously stated, tests for suscep- 
tibility of micro-organisms to penicillin 
or streptomycin should be capable of 
detecting the presence of any naturally 
resistant mutants in order that dosage 
and intervals of administration of these 
compounds may be so arranged as to 
bring about their complete destruction 
as promptly as possible. The danger of 
inadequate dosage over long periods has 
been demonstrated clinically and like- 
wise by Silver and Kempe?®’ who found 
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that Escherichia coli and Aerobacter 
aerogenes acquired resistance to strepto- 
mycin when exposed to subinhibitory 
concentrations of the compound in vitro. 
Miller and Bohnhoff,*' however, have 
stated that gonococci exposed to bacterio- 
static concentrations of penicillin in vitro 
did not acquire resistance. Furthermore, 
Eagle** has reported that certain micro- 
organisms are killed more rapidly in vitro 
at low concentrations of penicillin than 
at high concentrations. Nevertheless 
there is no escape from the conclusion 
that in antibiotic therapy it is always 
advisable to secure complete destruction 
of the infecting micro-organisms as 
promptly as possible. This is particularly 
important in streptomycin therapy. 

The problem of acquired resistance is 
far more difficult and complex in the 
antibiotic treatment of chronic infections 
than of acute infections because of the 
need for prolonged therapy. Bigger** has 
suggested that since bacteria are espe- 
cially likely to be killed while they are 
multiplying, intermittent treatment 
might be more effective than continuous 
treatment. That is, it might be well to 
alternate periods of effective blood con- 
centrations and penicillin-free intervals, 
since resting micro-organisms (“‘persist- 
ers’) would resume multiplication in the 
penicillin-free intervals and thereby be- 
come more vulnerable to succeeding in- 
jections of the compound. 

41. Miller, C. P., and Bohnhoff, Marjorie, Studies 
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cillin Resistance by Gonococcus. Proc. Soc. Exper. Biol. 
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Combination Therapy 


One promising approach to the prob- 
lem of acquired resistance is synergistic 
and additive chemotherapy, commonly 
designated as combination therapy. Ex- 
tensive experimental data and some clin- 
ical data indicate that treatment of infec- 
tions with such combinations as penicillin 
and sulfonamides, streptomycin and 
sulfonamides, streptomycin and sulfones 
(for tuberculosis), penicillin and strep- 
tomycin, penicillin and oxophenarsine 
hydrochloride (Mapharsen) (for syphi- 
lis) and penicillin and bismuth (for syph- 
ilis) may be more effective than treat- 
ment with single compounds and may 
reduce the chances of acquired resistance 
by materially shortening the duration of 
treatment.**-** Whether or not penicillin- 
sensitive micro-organisms may render 
penicillin-resistant micro-organisms sensi- 
tive in vivo, as reported by Voureka and 
Winner to occur sometimes in vitro, is 
not known at the present time, but such 
action appears doubtful. If the observa- 
tions of Voureka and Winner are con- 
firmed, however, the incidence of ac- 
quired resistance of micro-organisms in 
mixed infections may be thereby reduced. 
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PERIODONTOSIS: TREATMENT BY SURGICAL 


AND ELECTROSURGICAL GINGIVOPLASTY 


Levon M. Saghirian, D.D.S., Philadelphia 


ERIODONTOSIS is a collective term sig- 

nifying noninflammatory destruction 

of the periodontal membrane and 
regressive changes in the supporting 
alveolar bone (osteosis). The disease 
is seldom observed in an aseptic form. 
It occurs more often with periodontitis 
or hyperplasia. 

The cause of periodontosis is often 
difficult to determine. The disease is 


considered degenerative and is there- 
fore assumed to be associated with, if 
not caused by, systemic dyscrasia. A diag- 
nosis is made on the basis of (1) medical 
knowledge as to psychosomatic, nutri- 


tional, endocrinologic, hematologic and 
bacteriologic factors, (2) local stoma- 
tologic studies of inflammation, atrophy 
or hyperplasia, (3) appraisal of factors 
of occlusal trauma and (4) heredity. 

The disease is characterized by dif- 
fuse atrophy of supporting alveolar 
tissues (Fig. 1). It is manifested by 
loosening, migration and elongation of 
the teeth. In the early stages the teeth 
are mobile in a labiolingual or bucco- 
lingual direction; in the advanced 
Stages, in a mesiodistal or vertical di- 
rection. 

Chronic periodontitis occurring as 
the result of secondary infection from 
invasion of bacteria is characterized by 
abnormal tissue color and tone; the in- 
terdental papillae are injected, en- 
larged, edematous and ulcerated (Fig. 
2). In protracted periodontitis due to 
chronic irritation or to the effect of cer- 
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tain drugs a fibromatous hyperplasia 
may be noted (Fig. 3). Pockets are 
deep; subgingival calculus is present, 
and pressure on the gums usually results 
in exudation. In true periodontosis, 
even when the disease is well advanced, 
the mouth may present a well-cared-for 
outer appearance. Fetor oris and heavy 
calcareous deposits are associated with 
oral sepsis. 

Periodontosis, in itself a chronic de- 
generative disease, is to be differentiated 
from interstitial gingivitis, fusospiroche- 
tosis (Vincent's infection), localized 
periodontal abscess and the oral mani- 
festations of acute infectious or toxic 
disease. These infectious aberrations 
also involve severe streptococcic and 
staphylococcic conditions, as well as 
other more specific infections. Among 
the latter are syphilis and the diseases 
due to fungi, particularly the monilias 
and the actinomyces. When inflamma- 
tory changes are superimposed on peri- 
odontosis, a differential diagnosis is in- 
dicated. 

Microscopic sections of the crevice 
show migration of the epithelial attach- 
ment and loss of continuity of the epi- 
thelial lining. The suspensory perio- 
dontal fibers are injured, the connective 
tissue elements degenerated or ulcerated 
and the space widened. There is evi- 
dence of marked round cell infiltration 
and osteoclastic resorption of bone. 

Roentgen examination is significant 
and indicates the level of bone recession, 
thickening of the periodontal attach- 
ment, erosion of the alveolar crest and 
root resorption. The depth of the 


68 


pocket can be determined either by 
measurement with a calibrated probe or 
by roentgenograms taken after insertion 
of a gutta percha point in each pocket. 
Mobility, drifting, migration and elon- 
gation of teeth are clinical indications of 
osteoporosis and fibrosis of the attach- 
ment tissues. 

Degenerative diseases incident to 
aging, to arteriosclerotic changes, and to 
deficient circulation and blood defi- 
ciency diseases, such as the anemias and 
the leukemias, are manifested by oral 
symptoms of periodontosis. 

Among the endocrine dysfunctions, 
increased parathyroid hormone activity 
causes an acceleration of osteoclastic 
resorption of bone. Hyperthyroidism 
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also may cause osseous c],anges, with an 
increase in bone destruction, when 
overproduction of the thyroid hormone 
passes a certain limit and toxic symp- 
toms prevail. 

The influence of vitamins on bone 
and soft tissue is similar to that of the 
hormones. Changes in the epithelium 
are the most characteristic symptoms of 
avitaminosis A. Deficiency of nicotinic 
acid leads to inflammatory and osteo- 
porotic changes. Deterioration of the 
intercellular cementing substance or of 
the connective tissue around the capil- 
laries may explain the gingival bleeding 
associated with vitamin C deficiency. 
Vitamin D regulates the calcium-phos- 
phorus level of the blood by inhibiting 


Fig. 1.—A, extensive alveolar resorption and diastemas. B, secondary periodontosis in a woman aged 
21. The mandible, recently fractured, had been treated by intermaxillary wiring. Several teeth 
were loose; nutritional and endocrine disturbance were suspected. C, appearance two months after 
complete gingivoplasty with local anesthesia (2 per cent procaine hydrochloride; 1:50,000 epine 
phrine hydrochloride; 50 mg. demerol hydrochloride), the mouth being divided into six section: 
Electrosurgical methods were applied to the anterior areas 
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Fig. 2.—Left: Edematous hyperplasia associated with periodontosis in a woman aged 50, a “con- 

trolled diabetic.” There was diffuse alveolar resorption throughout, with pockets 3 to 7 mm. deep. 

Right: Appearance three weeks after a one-stage electrosurgical resection performed in the clinic. 
Local anesthesia (procaine without epinephrine) was employed 


the influence of the parathyroid hor- 
mone. 

Periodontosis may be the effect of 
systemic disease. The reverse also holds 
true, and periodontal pockets may be 
the cause of disease elsewhere in the 
body. The importance of periapical 
disease in relation to systemic disease is 
accepted, and one should not overlook 
the greater potentiality of gingival and 
periodontal diseases as factors in the 
dissemination of infection (a) by ab- 
sorption into the vascular or the lym- 
phatic system, (b) by inhalation into 


Fig. 3.—Left 


the lungs or (c) by ingestion into the 
gastro-intestinal tract. In addition, 
daily tooth brushing, gum massage or 
manipulation of infected, inflamed 
tissue is known to cause allergic mani- 
festations, which, by sensitization, give 
rise to angioneurotic symptoms. 


Present knowledge of bone biology 
is discussed authoritatively by Weinman 
and Sicher.! With frequent use of work- 
ing hypotheses, they conclude that the 


1. Weinman, Joseph, and Sicher, Harry, Bone and 
Bones: Fundamentals of Bone Biology. St. Louis: C. V. 
Mosby Company, 1947. 


Fibromatous hyperplasia associated with inactive periodontosis in a man aged 22 


There was moderate alveolar recession, but the teeth were firm, the laminae durae were well 
defined, and the general condition of the mouth was good. Right: The same mouth three weeks 
after surgical resection of dense fibrotic tissue on the right side 
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Fig. 4.—Left: Oral sepsis, periodontosis, loose teeth and malocclusion in a woman aged 56, under 

treatment for debilitating organic and orthopedic disease.19-21 Multiple extractions were contrain- 

dicated by the risk of toxin absorption and nutritional deficiency during transition to dentures. 

Right: The same mouth six years later. When the patient’s general condition became satisfactory, 
several teeth were extracted and prosthetic replacements made 


mechanism of calcium deficiency func- 
tions by osteoclastic activity. Bone de- 
calcification, or halisteresis of the living 
bone, has never been proved, and it 
seems virtually certain that it does not 
occur. According to these authors, it is 
more probable that absorption of bone 
starts with the removal of organic com- 
ponents of the intercellular substances 
by proteolytic action of osteoclasts or 
their enzymes. Calcium salts are thus 


Fig. 5 


Malocclusion,2| with periodontal disease 
accentuated in areas of occlusal trauma and 
periodontitis resulting from constant irritation 
and oral sepsis. A prophylaxis is indicated, fol 


lowed by correction of occlusal trauma, gingivo- 


plasty and prosthetic replacement 


liberated and reach the tissue fluid or 
are carried away by macrophages. Osteo- 
clasts only ‘remove the osteocytes and 
the organic components of the inter- 
cellular substances, they do not directly 
affect the mineral components. Decalci- 
fication would entail a considerable rise 
in local acidity, and there is not the 
slightest indication of such a change in 
the pH of the tissue fluid. 

The gingivae and the periodontium 
are susceptible to aging and degenera- 
tion. The osteocytes, which are the cells 
within the bone, have a limited life 
span. They cannot be regenerated -by 
mitotic division as are other cells in the 
body. The regenerating reconstruction 
of bone is the result of an interplay of 
the destroying osteoclasts and the forma- 
tive osteoblasts. Resorption, however, 
may exceed the regenerative processes 
as the blood supply becomes diminished 
because of arteriosclerotic changes or di 
minished circulatory activity. 


Prognosis 
Osteosis may heal completely if the 
process of regeneration by resorption 
and formation of bone proceeds undis- 
turbed. Secondary infection or mechan- 
ical injury during this process often 
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complicates healing so that the osteosis 
ends with permanent bone deformity. 

In the case of a patient past middle 
age one must also take into account the 
aging processes, bearing in mind that 
the onset of these processes varies in dif- 
ferent persons. Owing to the degenera- 
tive nature of the disease and the pre- 
dominant systemic factors, the prognosis 
favorable. Periodontosis, 
however, is by no means unmanageable. 
Mann, Crane and Kaplan? and Bernier 


may not be 


2. Mann, James B.; Crane, Arthur B., and Kaplan, 
Harry, Pyorrhea Alveolaris: Histopathology and Results 
of Radical Surgical Treatment. D. Cosmos 76:432 

April) 1934. 
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and Kaplan’ have demonstrated by 
means of microscopic sections from 
blocks of human tissue that the condi- 
tion can be not only arrested but cured, 
if the symptoms are removed. Clinical 
experience has shown that in a good 
percentage of cases, when sufficient bone 
support is present, pockets are elimi- 
nated and the patient cooperates in 
maintaining good oral hygiene, the 
viability of the teeth can be prolonged. 
Treatment should be undertaken on the 
basis of clinical symptoms and an esti- 

3. Bernier, Joseph L., and Kaplan, Harry, The a 


of Gingival Tissue after Surgical Intervention. J.A. 
35:697 (November 15) 1947. 


4, oral roentgenogram of a woman aged 35 after six months’ intensive but conservative 


periodontal treatment (curettage, selective grinding, interdental stimulation). Extensive alveolar 
resorption and beginning diastemas were observed. B, outwardly normal appearance despite deep 
pockets, free exudation and several loose teeth. The patient complained of soreness, pus from the 
cums, and neuritis of the arm. C, result one month after surgical gingivoplasty of the entire mouth. 
The operation was performed in the hospital with basal intravenous pentothal sodium anesthesia 
supplemented by ether intubation, and was followed by insertion of a pack. Two molars were 
extracted. Elimination of the pockets resulted in an uneven gingival outline, but the teeth are firm, 
the edentulous areas supplied with dentures, and the patient relieved of her symptoms 


y 
~~ =, 


72 


mation of probable soft tissue response. 
Extraction of periodontally involved 
teeth, if founded on roentgen evidence 
alone, is not justified. 

Even when extraction is indicated, it 
should be approached with caution if 
the patient has diabetes or cardiac dis- 
ease or is under treatment for a gastro- 
intestinal disorder. Immediate and seri- 
ous somatic disturbances may be ini- 
tiated by absorption of toxins and by 
the patient's loss of the masticatory ap- 
paratus during the period of transition 
to dentures (Fig. 4) . 

Both the emotional and the physical 
mechanism should be appraised. Ryan, 
in discussing the influence of these two 
factors on each other and on the patient, 
points to the possibility of personality 
changes and emotional stresses that re- 
sult eventually in frustration and lack 
of cooperation. Psychosomatic factors 
are obviously active during the meno- 
pause and a patient in this phase re- 
quires delicate handling. 


Treatment 


The treatment of periodontosis in- 
volves a synthesis of the principles of 
stomatology, oral surgery and internal 
medicine. Routine treatment of chronic 
periodontitis — medication, subgingival 
curettage, massage, home care, correc- 
tion of occlusal trauma and prosthetic 
rehabilitation of the mouth — serves to 
reduce active symptoms (Fig. 5); but if 
the pocket is not eliminated the treat- 
ment is inadequate (Fig. 6). Nothing 
short of reduction of the pocket to a 
near-zero crevice is satisfactory. 

The direct approach to this problem 
is gingivoplasty, which should receive 
first consideration if the tooth is worth 
saving. Gingival recession, sensitive ex- 
posed roots and esthetic deficiencies are 
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alleviated or overcome by therapeutic or 
prosthetic means (Fig. 7, left) . 

Periodontology is so closely related 
to internal medicine that the study of 
puzzling periodontal conditions must 
be gone into thoroughly, and it is the 
duty of the internist to find out whether 
one or more systemic conditions may be 
causing the periodontal changes. Hav- 
ing determined this, he should institute 
a program of therapy to correct the sys- 
temic changes as far as possible. 


Gingivoplasty 


Gingivoplasty may be defined as plas- 
tic surgical treatment of the tissues 
surrounding the tooth; namely, the 
gingivae, the periodontium and the al- 
veolar bone. Preparation for this treat- 
ment includes the study of all accepted 
methods of gingival surgery, electrosur- 
gery and limited escharotic medication. 

All methods of gingivoplasty are in- 
tended to accomplish the same results: 
discovery and eradication of the pocket, 
repair and molding of the gingival tis- 
sues and restoration of the periodon- 
tium to a state of health. 

The desired biologic results of any 
gingivoplastic method are a near-zero 
crevice, the formation of deflecting con- 
tours and clear interproximal sluice- 
ways. These objectives simulate nature’s 
physiologic recession (Fig. 7, right). 
When satisfactory results are obtained, 
the tissues are kept healthy by normal 
function and further improved by daily 
massage and the use of exercisers to 
aid in keeping the spaces scrupulously 
clean and the tissues firm. 

If, after a prophylaxis and complete 
stomatologic studies, a diagnosis of peri- 
odontosis is made, a complete plan for 
treatment and restoration of the mouth 
is formulated and executed in the fol- 
lowing order: (1) Needed extractions 
and surgical corrections are made, (2) 
a gingivoplastic operation is performed 
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Fig. 7.—Left: Presenile atrophy in a man aged 35 with 


to prophylaxis and applications of sodium fluoride. Right: 


The gingival tissues had 
followed the alveolar recession, but there were no pockets and no caries. The condition responded 


“sensitive roots.” 


Normal mouth of a manl9 aged 68, 


with firm, noncarious teeth, healthy gingivae and no pockets. Cusps and incisal edges have short- 
ened with natural wear 


without delay and (3) masticatory func- 
tion is restored by necessary prosthesis 
and occlusal corrections. It is a mistake 
to consider gingivoplasty a last resort. 
When a case has been carefully selected 
and treatment is prompt, the patient is 
spared loss of time and prolonged in- 
strumentation (Fig. 6). During the 
period of treatment and tissue repair, 
poorly supported teeth may need protec- 
tion against undue stress and further 
luxation and wandering. The use of 
splints or other immobilizing devices 
may be indicated. 

Surgical methods involving use of the 
knife are as old as the profession itself. 
They were described by Fauchard in 


1746; by Robiesek in 1862; by Riggs in 
1867, and later by Black, Ward and 
others. Recently, Merritt,s Goldman® 


and Blanquie’ have made further con- 
tributions. 

Electronic methods are comparatively 
new. They were introduced to dentistry 
after medical pioneers had used them 


successfully, and they have gained im- 
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portance in the last decade. It was in 
1928 that Professor R. Muller,® of the 
University of Munster, first employed 
electronics in oral interventions. Elec- 
trosection is now well established in oral 
surgical practice. 

Methods of gingivoplasty can be class- 
ified into three groups, surgical, chem- 
ical and electronic, with subclassifica- 
tions in reference to authorship and the 
technics now in vogue: 


Group /: Surgical Methods.—Surgical methods in- 
clude: 
A. Resection 
1. Gingivectomy (Crane; Kaplan and Mann?) 
2. Modified (Black; Lund- 
quist!0,11) 


gingivectomy 


8. Gingivectomy and chemocauterization 


(Orban!12-14) 


8. Muller, R., Cited in Immencamp, A., Electrosurgery 
in Dentistry. New York: American Cystoscope Makers, 
Inc., 1938 

9. Kaplan, Harry, and Mann, James B., How is 
Pyorrhea Cured? A Comparative Study of Several Meth- 
ods for Treatment of Pyorrhea Alveolaris. ].A.D.A 
29:1741 (August) 1942 

10. Lundquist, G. R., Zero Crevice in Management of 
Periodontal Involvements. J.A.D.A. 27:837 (June) 
1940 


11. Lundquist, G. R., Periodontal Involvement and Its 
Management. J.A.D.A. 32:298 (March 1) 1945 

12. Orban, Balint, Surgical Gingivectomy. J.A.D.A 
32:701 (June) 1945. 

13. Orban, Balint, 
Inflamed Gingival Tissue 


Action of Oxygen on Chronically 
J.A.D.A. 29:2018 (Novem- 


ber) 1942 
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Managemen. ].A.D.A. 35:546 (October 15) 1947. 
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Fig. 8.—Details of electrosurgical technic: A, electrosection with controlled coagulation; B, ele 

trosection with heavy coagulation; C, scalloping incision with elliptic loop electrode; D, planing 

incision; E, hemostatic coagulation of a bleeder; F, fulguration with a short spark, and G, bi 
terminal electrocoagulation 


B. Flap technics 1. Chemocauterization (Orban!8) 
1. Flap (Neuman) 2. Chemical coagulation (Barkann19) 
2. Semiflap (Kirkland!s-17) 


3. Modified flap (Kirkland!5-17) Group Ill: Electronic Methods. — The electroni: 


Group Il: Chemical Methods Fee chanics approach, operative and therapeutic, is as fol 


ke ws 
methods are employed: 


15. Kirkland, Olin, The Practical and Economic \. Electrosurgery 
Value of Periodontal Practice. J.A.D.A. 26:778 ( May 
1939 
16. Kirkland, Olin, Surgical Flap and Semifiap Tech 18. Orban, Balint, New Method of Periodontal 
nic in Periodontal Surgery. D. Digest 42:125 ( April Treatment. Bur 42:116 (November) 1942. 
1936 19. Barkann, Lillian, A Conservative Surgical Techni 
17. Kirkland, Olin, Surgical Treatment of Periodontal for the Eradication of a Pyorrhea Pocket. ].A.D.A. 26:61 
Disease. Bul. Phila. C. D. Soc. 11:195 (April) 1947 January) 1939. 
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Fig. 9.—Left: Periodontosis in a woman aged 45. A deep overbite was traumatizing the anterior 
gingivae of the mandible. There were deep pockets, caries, an _ infection of the left maxil- 


lary lateral incisor, and edematous hyperplasia. Right: Surgical 


ealing three weeks after extrac- 


tion of five maxillary teeth, alveoplasty, and electrosurgical gingivo lasty of the mandible, with 


immediate insertion of a full denture. The patient was hospita 


ized, the throat packed, and the 


operation popes with intravenous pentothal sodium anesthesia supplemented by nitrous 


oxide intu 


vation. A pack was applied after the electrosurgical procedure, and penicillin therapy 


was used both before and after the operation 


. Resection (gingivotomy20) 

. Gingivectomy (Saghirian2!-26) 

. Gingivectomy and 
(Ogus 27-33) 

. Electrotherapy 

. Electrocoagulation (Webb34) 

(Ogus35,36 Bak- 


Electrocoagulation 


2. Fulguration, desiccation 
lor37) 


Essential Principles of Surgery 


Each of the methods in each group 
has its place and should be well under- 
stood. All will give good results when 


20. Saghirian, Levon M., Electrosurgical Resection in 
the Treatment of Periodontal Disease. ].A.D.A. 30:1666 
(November) 1943. 

21. Saghirian, Levon M., Electrosurgery in the 
Mouth. D. Digest 46:20 (January) 1940. 

22. Saghirian, Levon M., Electrosurgery and Collateral 
Treatment. D. Digest 46:312 (September) 1940. - 

Saghirian, Levon M., Mechanical Aids in the 
Treatment of Periodontosis. D. Digest 49:292 (July) 
1943. 

24. Saghirian, Levon M., Electrosurgical Treatment of 

Low Frenum and Oral Tissue Bands. D. Digest 48:10 
January) 1942. 

25. Saghirian, Levon M., Stomatological Aspects of 
Electrosurgical Methods. D. ltems Interest 64:112 ( Feb- 
ruary) and 212 (March) 1942. 

26. Saghirian, Levon M., Oral Surgery Case Reports 
Am. J. Orthodont. & Oral Surg. 32:472 (July) 1946 

27. Ogus, William L, Electrosurgery. Amer. J]. 
Orthodont. & Oral Surg. 27:83 (February) 1941. 

28. Ogus, William 1, The Elimination of the Pyor- 
rheal Pocket by Electrosurgery. Am. J]. Orthont. & Oral 
Surg. 27:135 (March) 1941. 


essential surgical principles are observed. 
Whether the scalpel or the electronic 


knife is used, the following rules are 
fundamental: 


1. Conditioning of the patient for op- 
eration; premedication with sedatives, 
antispasmodics and narcotics. 


2. Complete and adequate anesthesia, 
whether regional or general. 


3. Observance of aseptic technic, ac- 
cording to operating room rules. 


29. Ogus, William L., Sterilizing the Root Canals by 
Desiccation. Am. J]. Orthodont. & Oral Sure. 27:185 

April) 1941 

30. Ogus, William I., The Changing of Muscle Tissue 
Attachments and the Excision of Hyperplastic Tissue by 
Electrosurgery. Am. J. Ortbodont. & Oral Surg. 27:264 
(May) 1941. 

31. Ogus, William L, Electrosurgery in Dentistry. 
D. Digest 48:411 (September) 1942. 

32. Ogus, William 1. Early Exposure of the Third 
Molar to Prevent Infection and Impaction. D. Digest 
51:12 (July) 1945. 

33. Ogus, William IL, The Surgical Correction of 
Alveolar Ridges. D. Digest 52:378 (July) 1946. 

34. Webb, G. Farrell, Electrosurgical Treatment of 
Pyorrhea: Preliminary Report of New Method. Austral. 
J. Dem. 41:375 (October 1) 1937. 

35. Ogus, William |., Desiccation and Sterilization of 
Root Canals by Electrosurgery. D. Digest 52:190 ( April) 
1946. 

36. Ogus, William I., The Use of Desiccating Current 
in Treating Buccal Gingival Caries. D. Digest 52:268 


M. K., Diathermy in Dentistry. D. Items 
Interest 60:218, 1938 
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Fig. 10.—A, periodontosis and acute periodontal abscess of the right central incisor in a woman 
aged 35. Note the gutta percha point inserted into the palatal pocket. B, healing in the maxilla 
three weeks after surgical gingivoplasty followed by application of a pack to the mandible 


4. Attention to the patient’s comfort 
during and after operation, including 
supportive medication as indicated. 

5. Full exposure and accessibility to 
the field of operation. 

6. Removal of septic and devitalized 
tissue and free drainage of the wound. 

7. Minimum traumatization, with re- 
finement of technic and execution. 

8. Minimum interference with blood 
clot. 

9. Adequate protection of the wound 
against infection and irritation. 

10. Minimum postoperative interfer- 
ence with natural healing processes. 


Indications 


Gingivoplasty is the direct approach 
in the presence of lush, redundant gin- 
gival lesions or hyperplastic fibromatous 
gingivitis associated with deep infected 
pockets, where purulent extravascula 
fluids are readily expressed and there is 
roentgen evidence of atrophic changes 
in the alveolar bone. Surgical elimina 
tion of the pocket serves a twofold pur 
pose; the masticatory function is undis 
turbed, and foci of infection are 
promptly eliminated without undue 
trauma. In a series of clinical experi 
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ments at the Graduate Hospital over a 
period of fifteen years, a comparison of 
surgical and electrosurgical resection 
was made. No appreciable difference 
was noted in the process of healing, the 
amount of pain and discomfort or the 
postoperative results. The objection 
that recession follows surgical or electro- 
surgical treatment is not warranted; a 
clinical increase in the length of the 
crown may follow any form of rational 
treatment. 

When surgical treatment is indicated, 
the electronic scalpel has definite ad- 
vantages over the steel knife. The elec- 
trosurgical approach provides a cleaner 
and drier field of operation. The fine 
monopolar scalpel operating from a 
tube-type high frequency generator 


serves as a sterile, deliberately con- 
trolled, extremely keen knife, cutting 
without pressure and sealing the lym- 
phatic vessels and the capillaries as the 


cut is made. When long wave frequency 
is used the coagulated area is very shal- 
low and under control, and toxic ab- 
sorption is reduced. Clinically, an 
electrosurgical incision does not differ 
from an incision made by the knife, 
when superficial coagulated tissue is 
mechanically removed and organization 
of blood encouraged. The operator 
must acquaint himself with the various 
uses of high frequency current and de- 
velop efficiency in handling electronic 
units with speed and confidence. It is 
important here to reiterate that the elec- 
tronic unit serves in two capacities: as a 
sharp surgical knife and as a means of 
electrocoagulation or fulguration in 
both surgical and nonsurgical proce- 
dures (Fig. 8). 

Surgical or electrosurgical gingivec- 
tomy is performed either with sedation 
and regional anesthesia or with hypnotic 
premedication and general anesthesia, 
the latter preferably by the closed endo- 
tracheal method (Fig. 9). In the op- 
erating room of the hospital it is prac- 


J.A.D.A., Vol. 38, January 1949... 77 


tical to treat both jaws completely in 
one operation. In office practice the 
treatment of fractional areas may be 
considered. 

Healing is controlled and postopera- 
tive discomfort minimized by the use of 
packs, which should be left in place as 
long as protection is needed. The for- 
mula for the surgical pack is as follows: 


Powder: Zinc oxide—120 Gm. 
Finely powdered rosin—120 Gm. 
Eugenol—4o cc. 
Benzaldehyde—20 cc. 
Olive oil—o.6 cc. (10 drops) 
Reinforcing agent: Coarse asbestos fibers 
Directions.—To 20 drops of the liquid add 
enough asbestos fibers to absorb it. Mix until 
the mass is sufficiently thick; then knead it 
with the fingers, adding powder, until it can 
be rolled in the palms to a ribbon 1 cm. in 
diameter. The resulting flattened strip is ap- 
plied in two pieces, one to the external and 
one to the internal surface. The patient’s lips 
or a moist gauze sponge may be used to mold 
the pack into place. It should cover “cut sur- 
faces’ and one-third of the crowns of the 
teeth, the two crown sections of the pack being 
joined at the interproximal spaces by gentle 
pressure. Setting time in the mouth is fifteen 


Liquid: 


to twenty minutes. 

Clinical experience points to the ad- 
visability of complete resection of granu- 
lomatous tissue and routine use of the 
pack after gingivectomy. The initial 
surgical healing of the wound then 
takes place within two or three weeks 
(Fig. 10) , making gingivectomy a prac- 
tical procedure. 


Contraindications 


The following conditions are contra- 
indicative to gingivoplasty: 

1. Active degeneration associated 
with advanced debilitating diseases, 
blood dyscrasias,** endocrinopathic con- 
ditions or trauma; disease extending 
into the upper molar trifurcations; the 
formation of deep bone pockets, and 
excessive mobility, with the teeth de- 
~ 38. Saghirian, Levon M., and Jones, Charles A., Acute 


Monocytic Leucemia. Am. J. Orthodont. & Oral Surg. 
28:561 (October) 1942 
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pressed or depressable in their sockets 
under pressure. 

2. Isolated, acutely inclined, mal- 
posed or elongated teeth that may be a 
hindrance to prosthetic planning and 
denture design. 

3. Esthetic limitations beyond techni- 
cal correction. 

4. Acute infections in the mouth. 

5. Severe nutritional deficiencies with 
such manifestations as accompany beri- 
beri, ariboflavinosis, pellagra, scurvy, 
rickets and the subclinical avitaminosis 
C of alcoholism. 

6. Teeth associated with or included 
in gross neoplastic tissue. 

7. Emotional stress of an extent to 
make the patient unwilling or unable to 
cooperate. 


Summary and Conclusions 


The clinical management of perio- 
dontosis requires an etiologic study, a 
differential diagnosis, technical skill, 
and a basic knowledge of internal medi- 
cine, surgery, chemotherapy and pros- 
thetics. 

Recent advances in surgery and elec- 
trosurgery and in the use of newly dis- 
covered drugs have produced apprecia- 
ble results. Extended application of 
these methods has brought to light the 
need of a wider knowledge of perio- 
dontosis and of its response to gingivo- 
plasty. In electrosurgery there is a 
particularly urgent need for standardi- 
zation of equipment and technic. Prob- 
lems of physics dealing with wave 
patterns, frequency factors and tissue 
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response to electronic energy should be 
further studied and simplified. 

The science of electronics made re- 
markable strides during the war, and 
the application of high frequency cur- 
rents in all branches of surgery has kept 
pace with these developments. In oral 
surgery, the delicate texture of the 
mucosa and the gingivae, as well as the 
close proximity of alveolar bone and 
several other histologic and physiologic 
factors, require the use of delicate elec- 
trodes and electronic generators of 
specific design. Engineering skill can 
be depended on to meet the demand for 
specific wave patterns and frequencies, 
functioning with precision control and 
safety, and years of clinical experience 
have already led the way to the develop- 
ment and standardization of technic. 

Nevertheless, the technical and clini- 
cal aspects of electrosurgery still present 
opportunities for research and develop- 
ment. To supply the practitioner with 
an apparatus and a few manufacturers’ 
directions cannot assure a successful re- 
sult. Efficient electrosurgery must al- 
ways depend on basic biologic principles 
and clinical judgment. Properly used, 
it is unquestionably a valuable addition 
to the oral surgeon’s armamentarium. 

Perhaps electrosurgical practice 
should still be considered more or less 
experimental and therefore best re- 
served for the use of the expert, but no 
doubt the electronic principle will meet 
the test of time in dentistry, as it has 
done in medicine and surgery.—/930 
Chestnut Street. 


Mass production permits economic savings for drug purchasers. For 


example, the cost of penicillin has been reduced from $20.00 per 100,000 units to about sixty 


cents. Thiamine has been reduced from $300.00 per gram to twenty cents: 


riboflavin, from 


$7.50 to twenty-eight cents; vitamin C from $2.00 to three cents.—Austin E. Smith, The Drugs 
You Use. New York: The Revere Publishing Company, 1948, p. 5. 


CERTIFICATION OF THE SPECIALIST IN DENTISTRY: 


EDUCATION AND LICENSURE 


John C. Brauer, D.D.S., M.Sc., Seattle 


HERE is widespread interest in the 
many problems related to dental spe- 
cialism, and there is a general demand 

that standards be formulated by which 
the specialists may be recognized. This in- 
terest is reflected in the organization of 
specialty boards; the processing of state 
laws which govern the practice and desig- 
nation of the dental specialties; the in- 
creased emphasis on graduate and post- 
graduate dental education; the dental 
programs of the various federal services 
(Army, Navy, United States Public 
Health Service and Veterans Administra- 
tion), and the discussions as well as for- 
mal actions of national and state dental 
assemblies. 

A great deal of rational thinking and 
planning must be done on all levels of or- 
ganized dentistry in order that the many 
influential forces now directed at dental 
specialism may have unity of purpose for 
the best interests of dentistry. The prob- 
lems surrounding national certification 
and the licensing by states; the expansion 
of facilities and the obtaining of faculties 
with adequate training for schools of den- 
tistry; the classification of officers for the 
armed as well as other federal services, 
and the special considerations afforded 
personnel who are diplomates of national 
boards warrant every practitioner’s atten- 
tion. Certain phases of the problem will 
be discussed. 


Read before the American Association of Dental Ex- 
aminers, Hotel Sherman, Chicago, September 11, 1948. 

Director of Postgraduate Dental Education and ex- 
ecutive officer of the Department of Pedodontics, Uni- 
versity of Washington, School of Dentistry, Seattle. 

President of Advisory Board for Dental Specialties. 
The comments made in this paper do not necessarily 
reflect the opinions or official policies of the Board. 
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Specialties and Specialty Boards 


Early Organization—Prior to 1930, the 
only specialty boards to be organized on a 
national level were in medicine—ophthal- 
mology in 1917 and otolaryngology in 
1924. The first board to be recognized in 
dentistry was the American Board of 
Orthodontists (now the American Board 
of Orthodontics), which was incorpor- 
ated in the State of Illinois in January 
1930. It was ten years before a second 
board was organized—the American 
Board of Periodontology in May 1940. 
While there was no concerted effort to 
organize or to recognize specialty boards 
prior to 1940 (except in orthodontics), 
the parent organizations, which since 
have sponsored several boards, had been 
functioning on a national level for many 
years.” 
Official Recognition—The Council on 
Dental Education first gave consideration 
to the status of the dental specialties in 
December 1940, by appointing the Com- 
mittee on Dental Specialties. This com- 
mittee, during the interim from 1940 to 
1947, except for a two year period during 
the war (1942 and 1943), made an ex- 
haustive study of the problems related to 
certification. Among the many problems 
and questions studied by the Council and 
Committee are the following: 

1. What 


have public recognition? 


specialties in dentistry should 


1. The Third Congress on Dental Education and Li- 
censure. American Dental Association, 1947, pp. 1-131. 

2. The Specialties in Dentistry: Present Status and 
Recommendations for the Future. J].A.D.A. 34:527 
(April 15) 1947. (Report approved and adopted by the 
Council on Dental Education on February 7, 1947, as 
prepared for the Committee on Dental "Specialeies by 
Harlan H. Horner, secretary of the Council.) 
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2. What training and experience should a 
dental graduate have and what requirements 
should he meet before being publicly recog- 
nized as a specialist? 

3. Should the practice of a publicly recog- 
nized specialist be confined to his specialty? 

4. How should the specialist be publicly 
recognized? (a) By a state license? (b) By 
certification by a specialty group? 

5. What facilities, staffs and courses for 
graduate, postgraduate, internship, residence 
and other training were available in schools 
of dentistry and other institutions? 

6. What states had laws goéverning the 
specialties in dentistry, and what variations in 
requirements were imposed by law in these 
states? 

7. What had been the experiences of the 
specialties in medicine? 


In 1946 the American Board of Oral 
Surgery, desiring to gain official recogni- 
tion stated,’ “. . . Assuming that the func- 
tion of approving specialty boards lies in 
the Council on Dental Education of the 
American Dental Association, the Ameri- 
can Board of Oral Surgery requests the 
House of Delegates to authorize the 
Council by resolution to fix standards for 
the approval and recognition of the 
American Board of Oral Surgery.” Ac- 
cordingly, the House gave authority to 
the Council on Dental Education for the 
approval of the American Board of Oral 
and the remaining specialty 
boards—orthodontics, pedodontics, perio- 
dontology and _prosthodontics—during 
the Boston meeting of the American 
Dental Association, August 6, 1947.° 

The following definition of a specialty 
in dentistry was adopted by the Council 
and was approved by the House of Dele- 
gates :* 


Surgery 


A specialty in dentistry is a field of prac- 
tice which calls for intensive study and ex- 
tended clinical and laboratory experience by 


3. Editorial, Activities of the Council on Dental Edu- 
cation. J.A.D.A. 35:886 (Dec. 15) 1947. 

4. American Dental Association, Council on_Dental 
Education, Requirements for the Approval of Examin- 
ing Boards in Dental Specialties (as adopted by Coun- 
cil on Dental Education on February 7, 1947, and 
amended on August 1, 1947, and_as approved by 
House of Delegates of the American Dental Association 
on August 6, 1947). 
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a dentist beyond the training offered as a 
preparation for general practice in the under- 
graduate curriculum. 

The action of the House of Delegates 
of the American Dental Association par- 
alleled that of the American Medical As- 
sociation in 1934, when the Council on 
Medical Education and Hospitals’ “Es- 
sentials for Approved Specialty Boards” 
was given approval.**® 


The Advisory Board, a Forerunner 


Organization.—A preliminary meeting of 
the various organizations in the dental 
specialties was held in St. Louis in Octo- 
ber 1938. The Advisory Board for Dental 
Specialties, however, was organized for- 
mally in Milwaukee, July 18, 1939. Sub- 
sequent meetings were held in Cleveland 
in September 1940, and Houston, Octo- 
ber 1941. The activities of the Advisory 
Board were interrupted during the war, 
and it was not reactivated until the Bos- 
ton meeting of the American Dental As- 
sociation in August 1947.’** 
Purpose.—The purpose of the Advisory 
Board for Dental Specialties parallels 
that of the Advisory Board for Medical 
Specialties organized in 1933-1934. In 
addition to the specialty boards which 
constitute its membership, the Advisory 
Board for Medical Specialties has elected 
for representation the Association of 
American Medical Colleges, the Ameri- 
can Hospital Association, the Federation 
of State Medical Boards of the United 
States and the National Board of Medi- 
cal Examiners.” 

The Advisory Board for Dental Spe- 
cialties, now composed of two official rep- 
resentatives from each of the five recog- 
nized specialty boards, was organized to 
aid in coordinating the policies and ac- 
tivities of the various specialty boards, by 
study and by conferences with all con- 


. Report of the Reference Committee on Medical 
Educ 


ation. J.A.M.A. 102:2192 (June 30) 1934. 
6. Council on Medical Education and Hospitals. Es- 
sentials for Examining Boards in Specialties. J.A.M.A. 
103:48-49 (July 7) 1934. 
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cerned, so that there may be common 
standards, principles and objectives for 
certification mutually agreed on by all 
boards. The Advisory Board is organized 
to act as a clearing house to which prob- 
lems of certification may be directed. 
Then, too, it can act as a liaison among 
the several specialty boards, the Council 
on Dental Education, the American As- 
sociation of Dental Schools and the mis- 
cellaneous institutions (hospitals, clinics, 
and so forth) that endeavor to prepare 
candidates for certification. 

Additional representation on the Ad- 

visory Board for Dental Specialties, other 
than from specialty boards, undoubtedly 
will be effected soon from national or- 
ganizations interested in dental education 
and certification. 
Activity—The Advisory Board for Dental 
Specialties, through its Curriculum Com- 
mittee, presently is engaged in a study 
which should give appreciable direction 
to those concerned with the preparation 
of candidates for certification. The fol- 
lowing instructions have been submitted 
to the members of the Curriculum Com- 
mittee.’ 

Since there are schools of dentistry, hospi- 
tals, and certain institutions which desire to 
give instruction or make available experiences 
to qualified individuals for the purposes of cer- 
tification and since the various specialty boards 
will determine the qualifications of the candi- 
dates, it is deemed advisable that each board 
give some directions or recommendations as 
to which subjects, clinical or treatment pro- 
grams, and experiences are desirable or essen- 
tial... 


State Versus National Certification 


Variation in State Requirements.—Six states 
now have laws governing the licensing of 
specialists in dentistry, and each of these 


states presents some variation in the basic 
demands of the applicants. An educa- 
tional requirement of one academic year 
or the equivalent is listed for all, except 


7. Letter directed to representatives of various spe- 


ialty boards, October 28, 1947. 
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in two of the specialties in one of the 
states (see table). A certificate from the 
American Board of Orthodontics is rec- 
ognized by at least one state, while an- 
other will waive the formal educational 
requirement if the applicant has had a 
minimum of three years’ experience in 
practice with an acceptable preceptor. 

Illinois qualifies its educational require- 
ments as follows:*® 


Present acceptable documentary evidence of 
completion of—(a) Graduate or postgraduate 
study of not less than 32 wecks in the specialty 
in which a license is desired, in a dental school 
approved by the Department of Registration 
and Education of the State of Illinois. As a 
minimum standard for approval of a school 
offering graduate or postgraduate study the 
faculty personnel engaged in graduate or post- 
graduate instruction must, by the same or 
equivalent education or by acceptable expe- 
rience, possess at least the qualifications re- 
quired of the applicant being examined for 
certification as a specialist, or 

(b) Dental residency of not less than one 
calendar year in a hospital approved as quali- 
fied by the Department of Registration and 
Education of the State of Illinois. To be ap- 
proved as qualified for instruction in Oral 
Surgery, the attending staff must by the same 
or equivalent education, or by acceptable ex- 
perience, possess at least the qualifications re- 
quired of the applicant being examined for 
certification as a specialist. Also, a reasonable 
number of beds must be available for hos- 
pitalized patients receiving treatment in the 
Department of Oral Surgery; or 

(c) In the specialty of Orthodontics, a cer- 
tificate issued by the American Board of Or- 
thodontics, in lieu of a year of graduate study; 
or 

(d) Three years as a full time teacher, or 
six years as a half time teacher in the de- 
partment of the specialty desired in a school 
approved by the Department of Registration 
and Education of the State of Illinois; or 

(ce) Ten years of practice confined to the 
specialty, this to be attested by three dental 
practitioners in the State of Illinois. 


8. Ruegg, F. W., superintendent of registration, De- 
partment of Registration and Education, State of Iili- 
nois, Springfield, January 23, 1948, personal corre- 
spondence and copy of Licensing of Specialties in 

entistry (revised June 13, 1945). 
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Advanced training 
Exodontia 
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| Years of 
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Number certified in special fields 
Jan. 1, 1948 


Endodontia 
Pedo- 
dontics 
Prostho- 
dontia 
Radio- 
dontia 
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oral surg. 
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orthodont.) 
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or more 


199 


20 


specialty. He is net permitted 
having 


tDiscontinued certification of periodontist 


limits of practice of periodontology ( communication 
tPeriodontist legally can construct bridges and partial dentures insofar as they apply to periodontic 

of a given patient (personal ee from Michigan State Board of Denti = 

require limitation of practice; however, the Board has an under- 


§The Tennessee State Practice Act does not 


*The Illinois Department of Registration and Education, through a personal communication January 7, 1948, 

states, “‘We construe the law to mean that a dentist does not n 

i , however, to announce himself as limitin 

obtained a license as a specialist in that particular branch of 

December, 1947, because of lack of acc 
Kansas 


a specialist license to limit his practice to one 

his practice to a specialty without first 
mtistry.”’ 

eptable definition as to 

Dental Board, January 7, 1948). 


ems 


rom 


mtistry, January 6, 1 . 


standing with those certified that limitation will be effected at an early date (personal communication from 
Tennessee Board of Dental Examiners, January 7, 1948). 


In addition to the educational stan- 
dards listed by Illinois, there are specific 
qualifications which the candidate must 
meet before he is eligible for registration 
as a specialist, such as: 


1. Shall be a legal resident of the State of 
Illinois. 

2. Shall be licensed to practice dentistry in 
the State of Illinois. 

3. Shall submit evidence of having practiced 
dentistry in the United States or its possessions, 
for a period of five years, the last one of which 
shall be in Illinois. 

4. Shall satisfactorily pass such examination 
as the Department of Registration and Educa- 
tion may require. 


The requirements of the State of IIli- 
nois, that an applicant shall be a legal 
resident and that he shall have practiced 
dentistry for five years, the last one of 
which shall have been in the state, are 
extremely unfavorable to nonresidents 
and to those residents who may elect for 
one or more reasons to complete their 


academic or special training in institu- 
tions outside of this state. A nonresident 
who had been licensed previously in Illi- 
nois in all probability could establish 
legal residency, and he could fulfill the 
“one year’ practice rule by attending a 
school of dentistry or serving in an ac- 
ceptable hospital or institution in Illinois. 
There is no statement to indicate why 
such unusual emphasis is placed on legal 
residency and further on the “one year” 
practice rule. Unquestionably, such a rul- 
ing does imply preference for the schools 
of dentistry and for other institutions of 
training in the State of Illinois. Since 
neither legal residency nor the one year 
of practice in that state can possibly give 
a dentist any advantage clinically or aca- 
demically over practitioners in other 
states, it must be concluded that these 
added barriers are intended to restrict 
the number of specialists in the state. 
Although Illinois is the only state 
which requires a dentist to practice for 
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one year within its boundaries prior to 
being eligible for certification (requires 
total of five years), South Carolina lists 
a total of five years (may be in any 
state)*® and Tennessee indicates a mini- 
mum of three years (may be in any 
state).*° There is no indication that a 
general practice must be followed, nor is 
there a stipulation as to the quality or 
quantity of practice. Why was a three or 
a five year period selected? Some persons 
state that five years of general practice 
are warranted, and others say that ten 
years are more desirable, prior to special- 
ization. Such an experience, it is said, 
gives the specialist the “general practi- 
tioner’s point of view’ and permits 
broader knowledge and appreciation of 
the many restorative problems. 

Experience in a well disciplined gen- 
eral practice would give an advantage to 
the specialist. However, there are many 
varieties of general practice, and the val- 
ue of this experience varies with the in- 
dividual dentist, his associates, abilities, 
attitudes and patients. One individual 
may gain far more valuable information 
in a year than another in ten years. There 
is no accurate unit of measure for deter- 
mining the values of a year or ten years 
of practice, yet this criterion is used to 
establish eligibility. Kansas, Michigan 
and Oklahoma believe that there is no 
advantage in a requirement that does not 
permit a true evaluation of the “time in 
practice.””* 

Another variation in the laws of the 
six states deals with limitation of prac- 
tice. This phase of the problem will be 
discussed later. 


State Certification—The previous para- 
graphs indicate some of the variations 
and problems incidental to state certifi- 


9. Bumgardner, 
State Board o iners, January 7, 1948, 
personal correspondence and H.B. No. 428, House of 
Representatives, State of South Carolina, 1945. 

10. Directory of Dentists, Dental Hygienists and 
Dental Specialists Registered in Tennessee, corrected 
to November 1, 1946. Law of Tennessee, issued 
by the Tennessee Board of Registration and Dental 
Examiners Pursuant to the Statute, pp. 71-75. 
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cation, which reflect in some instances the 
influence of local politics and interests to 
the disadvantage of the profession at 
large. Many additional variables and ap- 
pended restrictions could be processed 
into law if the existing laws governing the 
specialties are used as a criterion in pre- 
dicting future actions. 

The Committee on Specialties of the 
Council on Dental Education, cognizant 
of the many implications and problems 
which would arise if all other states 
elected to enact laws without common 
standards and uniformity, made this 
comment :? 

In the judgment of the Committee, the de- 
sirable features of voluntary certification by 
professional groups seem to outweigh the 
arguments in favor of governmental control. 
Already six states which have enacted specialty 
laws have set varying and even conflicting 
standards and regulations. If now the forty- 
nine dental examining boards of the United 
States should be authorized to fix qualifica- 
tions for the licensing or certification of spe- 
cialists, the Committee feels that utter con- 
fusion and chaos would result. Any method 
of certification must be national in scope. 
In the ultimate analysis it must be controlled 
by each specialty board. Moreover, the Com- 
mittee feels that the qualifications of one who 
claims to be a specialist should be determined 
finally by specialists themselves. It is no re- 
flection on the dental examining boards 
throughout the country to point out that few 
if any of them are qualified to pass judgment 
upon the fitness of a prospective specialist. In 
the very nature of the situation they would 
be obliged in the last analysis to delegate the 
preparation and rating of examinations to 
groups of specialists. .. . 

The Committee had adequate reason 
for its commer‘ and concern. While 
states’ rights must be recognized and 
maintained to preserve individual free- 
dom, there is a further obligation—to 
maintain the integrity of the “United 
States.” It is difficult to envision a united 
profession with common goals, common 
interests and a unification of effort if 
there are widely divergent regulations 
within the states. 


Illinois now requires citizenship and 
the practice of dentistry for one year in 
that state.* If Illinois regulations are just 
and for the best interests of the profes- 
sion, then another state logically could 
require that all candidates must be born 
in that state, that at least five years of 
practice as well as all academic or special 
training must have been completed with- 
in the boundaries of that commonwealth. 

A significant question certainly must be 
answered by the profession when such 
regulations are formulated: Is the state 
board interested in the quality of the 
services the candidate can render the peo- 
ple of that state; and is it interested in 
the character of the individual and what 
contribution he may make to society and 
to the profession? If it is the purpose of 
a state licensing board to set up regula- 
tions to afford the highest ideals and pro- 
fessional attainment, then it is necessary 
that the existing regulations be re-evalu- 
ated before other states enact laws gov- 
erning the specialties. 

Many statements have been made for 
and against the enactment of laws on a 
state level to control specialization in den- 
tistry. Some groups maintain that all 
states now have laws which govern the 
licensing of dentists for the practice of 
dentistry, that such laws are accepted by 
the profession, that these statutes serve 
a useful purpose to society and to the pro- 
fession and that states’ rights have been 
maintained. 

These pertinent, logical questions then 
may be asked: Why cannot state legisla- 
tion be effected to protect the public and 
the profession further in response to the 
ever increasing problems of specializa- 
tions, and are the present laws broad 
enough in scope in the average state to 
protect effectively the public and the 
profession? Further, is charlatanism being 
sponsored and in reality being condoned 
by the dental profession within states 
that have no effective legal instrument 
for the control of specialism? The profes- 
sion has grown in numbers and in stature; 
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with this expansion and elevation in the 
eyes of society, responsibilities have been 
added. 

While the specialties have developed to 
a high degree and to the extent that offi- 
cial recognition has been afforded this 
problem in the House of Delegates of the 
American Dental Association, legislation 
on a state level to control such practice 
is virtually nonexistent. Is there any 
means for the protection of the public 
other than by legal restrictions? Certifi- 
cation on a national level assures the 
public and the profession that a man is 
qualified to practice his specialty, but it 
does not prevent the unqualified dentist 
from making an announcement that he, 
too, is a specialist. How is the profession 
and the public to know who is qualified, 
and how much damage is done by indi- 
viduals who profess without adequate 
training that they are specialists? 

State laws controlling the dental spe- 
cialties should be considered essential 
provided that common standards and 
policies are established by all state boards. 
Today regulations govern the candidate 
for a state board examination for li- 
censure in general practice. For instance, 
he must be 21 years of age, and he must 
have graduated from a school of den- 
tistry acceptable to the Council on Dental 
Education. Fortunately, no state requires 
that a candidate must have practiced for 
one year in that state, or that he must be 
a citizen of that state to gain a general 
license. 

There are differences in examination 
requirements, in fees and in other minor 
details; however, these variations present 
no major problem to the qualified candi- 
date. Why cannot the laws in states gov- 
erning the specialties have such common 
standards and unification of purpose? 
There is adequate reason to believe that 
effective lega! restrictions can be proc- 
cessed in every state, will be in harmony 
with a general basic pattern and will con- 
siderably enhance the respect for den- 
tistry. 
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Medicine, to date, has elected to rely 
on national certification, and in the main 
this policy which does not favor state li- 
censure of specialists has been effective. 
Medicine, a profession which is den- 
tistry’s senior by many years, has evolved 
a system of internship and residencies in 
hospitals not paralleled by dentistry. 

Furthermore, the hospitals that are 
recognized and approved throughout the 
nation require that physicians be certi- 
fied before gaining staff privileges. Such 
qualifications and standards on the part 
of the hospitals and the medical profes- 
sion have been most effective in pre- 
venting unqualified physicians from an- 
nouncing to the public that they were 
specialists. Dentistry, except to a limited 
degree in the field of oral surgery, has no 
such effective instrument of control at 
this stage of professional development. 

Effective control over the specialists 
could be attained, without benefit of 
state legislative procedures, by continu- 
ous education and support within the pro- 
fessional ranks, and by continuous educa- 
tion of the public not to support any 
would-be specialist unless he has been 
certified on a national level. With proper 
authority, the Council on Dental Edu- 
cation could require, in its examination 
for approval of dental schools, that only 
certified specialists be designated as de- 
partment or division heads in those fields 

orthodontics, oral surgery, pedodontics, 
periodontia and prosthodontia) where 
specialization was recognized. 

Then, too, the federal services could 
assist in a most effective manner by giv- 
ing priority in assignments to those who 
are certified. Unless the majority in the 
profession are willing to support strongly 
such possible control measures, effective 
state legislation uncomplicated by the de- 
sires of local political or minority groups 
is essential. In all probability, the profes- 
sion will not be ready to support an 
active, effective, disciplinary and educa- 
tional program without benefit of legis- 
lation for a number of years to come. 
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National Certification.—There are a num- 
ber of reasons why certification on a na- 
tional level is desirable and essential, even 
though universal certification existed on 
the state level. It seems reasonable to be- 
lieve that a state board responsible for 
certification on a state level would recog- 
nize without examination any candidate 
who desires to specialize in that state, is 
certified by one of the American boards 
and has a license to practice in that state. 
This would mean that a dentist who has 
a license in Oklahoma, in Illinois and in 
Michigan, and who has a certificate from 
the American Board of Orthodontics, 
could legally practice his specialty in any 
of the three states. 

There are, too, states with a relatively 
smal] professional population that would 
not have a board qualified to give an 
examination in one or more of the spe- 
cialties, yet desire to have effective state 
legislation to permit recognition of den- 
tists certified by an American Board. 

Another reason why national certifica- 
tion is essential is the demand for spe- 
cialists in the federal services. For exam- 
ple, if the specialty boards had béen 
functioning actively prior to the last war, 
the Army and Navy could have had a 
more accurate basis for the classification 
of dentists coming into the service. There 
were hundreds of self-professed oral sur- 
geons who indicated that they had been 
on certain hospital staffs, and that their 
practices had been devoted largely to oral 
surgery, but there was no effective, effi- 
cient way of checking on the individual's 
ability. If an officer could have presented 
credentials to indicate that he was certi- 
fied by the American Board of Oral Sur- 
gery, an important post could have been 
confidently filled with little delay. The 
same applied to many who professed to 
be prosthodontists during the war. 

During the last war, the Surgeon Gen- 
eral’s office proposed regulations to give 
a 25 per cent increase in base pay to those 
dental and medical who 
diplomates of a national board. While 


officers were 
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this regulation for increased pay consid- 
eration did not become a reality in the 
Army or Navy during the war, such a 
regulation now is in effect for medical 
officers of the Veterans Administration."* 
Dentistry does not have this privilege in 
the Veterans Administration. 

In the event of national legislation, 
where increased dental services are pro- 
vided for underprivileged children, it is 
possible that pedodontists and orthodon- 
tists who are certified nationally will be 
in great demand. 


General Licensure for the Specialist—The 
six states with laws governing the spe- 
cialties require that the candidate who 
desires to limit his practice first must pass 
the basic state board examinations, re- 
gardless of how long he has specialized 
in a given field, and regardless of how 
competent he may be. An oral surgeon, 
for example, who had limited his practice 
to that specialty for fifteen, twenty or 
twenty-five years, would be required to 
complete the usual restorations in the 
examination. Undoubtedly, the boards of 
the six states, or any other board, would 
be less exacting in the general require- 
ments for a well qualified specialist. Ac- 
cordingly, it is believed that the indi- 
vidual states are justified in the retention 
of such powers. 


Limitation of Practice.—Three of the states 
(Illinois, Kansas and South Carolina) 
which have specialty laws, and a fourth 
state (Tennessee) with provisions, re- 
quire that the specialist who is certified 
must limit his practice.” *° The American 
Boards of Orthodontics and of Oral Sur- 
gery also specify that their diplomates 
must limit their practice.? 

The Committee on Dental Specialties 
of the Council on Dental Education com- 
mented on this important point: ? 


The Committee takes the view that the chief 
concern of both the public and the profes- 


11. Personal communication with several officers of 
the Veterans Administration. 
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sion is in the education, training and distinc 
tive qualifications of the specialist. Is he pro 
fessionally qualified by training, experience 
and accomplishments to announce 
before the public as a specialist? The amount 
of time he may choose to give to general prac 
tice and to special practice is not a matter o 
public significance. He should be free or at 
least his specialty board should be free ¢ 

determine the question of limitation of pra: 

tice. 


Under the regulations of the states an: 
specialty boards which require limitatio: 
of practice, an individual may have grad- 
uate and other special training, as wel! 
as a vast clinical experience in a specialty 
far in advance of many diplomates, ye: 
be unable to qualify for certification. The 
writer concurs with the statement of ‘the 
Council, “. . . the chief concern of both 
the public and the profession is in the 
education, training and distinctive quali- 
fications of the specialist.’’* 

State boards of dental examiners in 
those states which have specialty laws and 
the certification boards on a national 
level have one prime objective—to evalu- 
ate a dentist’s ability, experience and 
ethical standards. State laws involving 
the specialties have one other important 
function—to prevent unqualified or un- 
ethical practitioners of dentistry from an- 
nouncing to the public their limitation of 
practice or their special qualifications. 
Limitation of practice in itself certainly 
is no criterion of ability, experience and 
one’s standards in the conduct of prac- 
tice. 


Boundaries of the Specialties—There is a 
need for clarification of the limitations 
of treatment in the fields referred to as 
specialties. The pattern for orthodontics 
and oral surgery generally is clear in the 
minds of the profession, but this is not 
true of pedodontics, periodontia and pros- 
thodontia. 

While the states with specialty laws 
have not defined clearly the scope of serv- 
ice intended for the pedodontist, the 
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American Board of Pedodontics has sub- 
mitted the following definition: ** 


The practice or teaching of pedodontics im- 
plies the limitation of treatment to patients 
through nineteen years of age, and in general, 
to. patients possessing a mixed dentition. The 
term “pedodontics,” as herein provided, re- 
. fers to the general practice for children. S.- 
practice may include the use of pedodontic 
appliances for the prevention or palliative 
treatment of malocclusion. 


The American Board of Periodontology 
has not issued a statement defining boun- 
daries of treatment. This board main- 
tains that the specialty of periodontology 
covers several fields of practice, and that 
the periodontist shall be an expert in 
restorative dentistry and the treatment of 
the tissues which support the teeth." ** 

Many who limit their practice to perio- 
dontology have been eminently successful 
professionally and financially but do not 
follow this broad concept of practice. 
Since there is such a wide difference of 
opinion among those who now classify 
themselves as specialists in periodon- 
tology, the Board may find it expedient 
in the future to restate its scope of treat- 
ment. 

The opinions and practices among 
prosthodontists on limitations of treat- 
ment also vary to a considerable degree. 
Some would limit the specialty to tissue 
borne appliances, while others believe 
that some fixed restorations should be in- 
cluded. 

Limitation of practice is not a requi- 
site for certification by the American 
Boards of Pedodontics, Periodontics and 
Prosthodontics.2 While the boards just 
listed do not require limitation of prac- 
tice, it is significant that their examina- 
tions for certification are directed to their 
major field of interest. A review of the 
personnel who constitute the boards, as 

12. Requirements for Certification by the American 
Board of Pedodontics, January 19, 1948. 

e American Board of 


13. Th 
published uirements and statements issue the 
secretary of the Board, 1947. 
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well as the requirements set forth for cer- 
tification, can leave no doubt in the 
minds of the profession that their diplo- 
mates will be well qualified. 


Effects of Specialization 


Dental Education.—There is a new era in 
dental education. The evolution of the 
curriculum which provided only for un- 
dergraduate education to that which now 
makes available graduate or extended 
postgraduate training has been gradual 
and definite. Today, comparatively few 
if any dental schools are limiting their 
instruction entirely to the undergradu- 
ate. One of the most recent reports from 
the Council on Dental Education indi- 
cates that thirteen schools now offer grad- 
uate courses, and that eighteen offer post- 
graduate instruction. Sixteen schools 
offer refresher courses.’* Unfortunately, 
a well balanced and acceptable program 
of graduate instruction cannot be evolved 
overnight. A number of the dental 
schools have progressed, developed and 
planned for years to achieve the position 
they now enjoy in the field of graduate 
education. Many schools today do not 
have adequate space to accept this added 
responsibility; they possess neither the re- 
quired budget, facilities nor the staff. As- 
suming that a given department had the 
facilities as well as a qualified staff ac- 
ceptable to the graduate school, such a 
staff cannot be obligated to teach both 
graduate and undergraduate classes un- 
less there is adequate supporting person- 
nel. 

If a given department already is car- 
rying a full teaching load on the under- 
graduate level, then graduate instruction 
cannot be given effectively without addi- 
tions to the staff. There is extreme dan- 
ger with a limited budget to overload the 


14. American Dental Association, Council on Dental 
Education, Graduate, Postgraduate, and efresher 
Courses Offered by the Accredited Dental Schools of 


the United States and by the War and Navy Depart- 
ments, 1947-1948, pp. 1-14. Report submitted secre- 
tary of uncil on Dental Education, H. H. Horner, 
May 28, 1948. 


faculty, with the result that all fields of 
education become deficient. 
Therefore, it seems logical, in an or- 


ganizational plan for the development of , 


graduate study, to consider a long range 
program wherein courses are initiated at 
intervals when staff and facilities will 
permit an adequate coverage of the sub- 
ject. The quality of the instruction in the 
graduate and postgraduate fields must be 
superior, and all graduate instruction 
must be under the discipline of the grad- 
uate school of the university. 

One of the basic requirements of 
graduate work is the conduct of some 
original research on the part of the grad- 
uate student, which resolves itself in many 
advantages to the school and to the pro- 
fession. The discipline acquired through 
research, which includes a critical re- 
view of the literature and a careful analy- 
sis of the problem or project by the grad- 
uate student and faculty, permeates the 
entire undergraduate school. 

Graduate training has another ex- 

tremely important asset: it affords an op- 
portunity for the development of some 
excellent teachers. 
The Dental Profession.—The official recog- 
nition of the specialists in dentistry by 
the action of the House of Delegates of 
the American Dental Association in giv- 
ing authority to the Council on Dental 
Education to approve the five specialty 
boards; the increased emphasis on grad- 
uate, postgraduate and refresher courses 
in the schools of dentistry; the legal re- 
strictions imposed by the six state laws 
on those who desire to practice a special- 
ty; the privileges afforded physicians on 
duty in the Veterans Administration who 
are diplomates of boards; and the pro- 
gram of advanced training for dental and 
medical officers in the several federal 
services, all are having a marked impres- 
sion on those in the profession and those 
entering the profession. 

A significant number of predental stu- 
dents, in their interviews for entrance 
into the schools of dentistry, are asking 
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questions about specialization and are in- 
dicating their intent to spend an extra 
year or two after graduation as a post- 
graduate student. Today’s students of 
dentistry are exposed to the comments of 
the profession, to the literature and to 
the variety of refresher, postgraduate and 
graduate courses offered in the school 
they attend. The influence on these young 
men is positive, and it is from this source 
that the majority of the graduate and 
postgraduate students will be realized. 

The unprecedented wave of applica- 
tions for all levels of advanced training, 
encouraged by monetary allowances from 
the Veterans Administration, soon will 
be past. 

It is believed, however, that a definite, 
lasting momentum has been gained in all 
fields of dental training, and that a pro- 
gressive growth in the demand for such 
education above that of the prewar level 
will be evident. There are too many ac- 
tive forces stimulating the trend toward 
specialism to permit those concerned with 
education and those concerned with the 
welfare of the profession to dismiss this 
subject without study. 

There is no immediate concern about 
overspecialization, yet this probability 
does exist in dentistry. The general prac- 
titioner, in some instances during the past 
few years of economic advantage, has 
elected to limit his practice (only in 
those states without a specialty law) 
even though he has had no formal train- 
ing or adequate experience to warrant 
the designation of a specialist. 

How many of these dentists who have 
limited their practices, without benefit 
of adequate training and experience, can 
survive an economic recession will be de- 
termined in a large measure by their past 
performance. The percentage who will 
return to general practice in time of 
economic stress will be large. When the 
demand for dental service in the office 
of the general practitioner becomes less, 
then fewer patients will be directed to 
the dentist who limits his practice. How 
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soon this critical point is reached in the 
average general practitioner’s office can- 
not be predicted. The number of dentists 
required for the federal and armed serv- 
ices over a period of years certainly will 
influence the flow of private patients to 
every office including that of the spe- 
cialist. 

There is a demand and a need for the 
specialist in the many fields of dentistry. 
Among the foremost specialists of today 
in orthodontics, oral surgery, pedodon- 
tics, periodontia and prosthodontia, there 
are men who have had no formal grad- 
uate or postgraduate training. Such men 
have come up the “hard way,” they have 
learned by experience, preceptorship, 
self-disciplined study, study clubs, short 
courses and constant attendance at 
dental meetings. The profession and the 
public may justly point to such self-made 
men with pride. While this system of ap- 
prenticeship or trial-and-error has pro- 
duced many outstanding dentists who 
now limit their practice, there also are 
those with less skill and those who have 
not been students of dentistry, who have 
greatly harmed the public and the pro- 
fession. 

It seems logical, therefore, that an ex- 
tended period of training for the would- 
be specialist is most desirable. In a well 
organized course the student receives 
close personal supervision, and he is ap- 
prised of the mistakes of others. Accord- 
ingly, the trial-and-error period is re- 
duced to the minimum. 

It must be recognized, too, that grad- 
uate and postgraduate training during 
the past years was offered only in a few 
schools throughout the country. Even 
now the majority of the dental schools 
do not afford graduate or postgraduate 
training for all of the specialties. There- 
fore, one is not justified in being too criti- 
cal of the present day specialist and the 
manner in which he has been obligated 
to get experience and training. 

There is no reason why the profession 
and the public should continue to accept 
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all who profess to be specialists in den- 
tistry. The profession, if it is to maintain 
the confidence of the people, must sup- 
port an effective screening process such 
as is afforded now by the specialty boards 
approved by the Council on Dental Edu- 
cation, and such as legislation on a state 
level which is in harmony with the stand- 
ards provided by the specialty boards. 


Summary 


1. A widespread interest is evident in 
the specialties of dentistry as expressed 
by the official agencies of the American 
Dental Association, the federal services 
and certain state legislatures. 

2. The Council on Dental Education 
has been given authority by the House 
of Delegates of the American Dental 
Association to approve the five recognized 
specialty boards. 

3. Six states now have specialty laws 
which vary appreciably in their require- 
ments for certification. Many additional 
variables and appended restrictions could 
be processed into law, if the existing laws 
governing the specialties are used as a 
criterion in predicting future actions by 
states. 

4. Certification on a national level 
assures the public and the profession that 
a dentist is qualified to practice his spe- 
cialty, but it does not protect the public 
from those unqualified pseudo-specialists 
who may elect to limit their practice. 
Therefore, state certification under given 
conditions is desirable. 

5. The problems of national and state 
certification for dentistry and medicine 
are not entirely parallel. 

6. There is a need for clarification of 
the boundaries or limitations of treat- 
ment in several of the specialties. 

7. Dental education is confronted with 
a new problem and challenge in grad- 
uate, postgraduate and refresher course 
training. Additional demands will be di- 
rected toward faculty, facilities and 
budget. 
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8. Diplomates in medicine receive spe- 
cial consideration on pay allowances in 
the Veterans Administration. Such priv- 
ileges may be granted diplomates of den- 
tistry in the future. 


Conclusion 


1. The requirement, by certain states 
which now have specialty laws, that the 
candidate must have practiced general 
dentistry for three or five years before 
the time of the examination for certifica- 
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tion seems undesirable and unjustifiable. 

2. Limitation of practice is not an ac- 
ceptable criterion for determining can- 
didates’ qualifications for certification as 
specialists. 

3. Certification on a national level as 
well as on a state level, under given con- 
ditions, is desirable. 

4. The requirements listed for the cer- 
tification of specialists is a serious chal- 
lenge to dental education. 

5. There is no immediate concern 
about overspecialization in dentistry. 


STATE BOARD DENTAL EXAMINING 


FROM THE STANDPOINT OF DENTAL TEACHERS 


Walter Henry Wright, D.D.S., Ph.D., New York 


HE Committee has requested a paper 

on the examining process, listing its 

shortcomings and suggesting how 
closer co-ordination between dental 
schools and state boards of dental exam- 
iners may be effected. 

My first meeting with a state board 
was filled with fear and misgivings. Hav- 
ing been warned that I was to meet a 
fire-eating dragon, I discovered in the 
maligned examiner a sincere, hard work- 
ing person who valued his integrity, as- 
sumed his full share of the responsibilities 
and was doing his duty in an admirable 
fashion. To confirm my good opinion of 
them, I challenge any member of a state 
board to arise and deny that my ap- 
praisal is not equally true of himself and 
his fellow examiners. 

Before my examinations were over, the 


Dean of the College of Dentistry, New York Uni- 
versity, New York. 
Read at the Fourth Congress on Dental Education 


and Licensure, Chicago, February 8, 1948. 


names of Drs. Hugh W. Arthur, Walter 
H. Fundenberg and Thomas A. Hogan 
meant more to me than many I had 
known during my previous life. They 
seemed to me the epitome of wisdom, 
of kindness, of professional integrity. 
They represented those worthy, yet in- 
tangible, values of the profession that 
can be expressed only through daily liv- 
ing. During the few days they examined 
me, I examined them and came away 
with the best of the bargain. I had seen 
professional men conduct themselves in 
a manner that I wished to emulate. 
This tribute is in belated appreciation 
of an examining board whose influence 
has remained with me through the years; 
but they are gone, and my praise is too 
late. You, as members of examining 
boards, have inherited their worthy task. 
You are the profession’s official repre- 
sentatives charged with the important 
duty of admitting younger generations 
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to the practice of dentistry. While you 
examine them, they, in turn, will exam- 
ine you. I believe they will find in you 
the assurance that they have chosen the 
right profession. 

A preliminary remark on the unity of 
our profession and the interrelation of 
its agencies and functions is necessary. 
The examining agencies, the schools and 
the candidates for licensure are related 
not only by professional ties, but they are 
also striving in their respective ways for 
the advancement of the dental profes- 
sion. This allows no course except that 
of friendly cooperation in the solution 
of problems and in the pursuit of our 
respective functions as servants of the 
profession. 

It is difficult for many of those engaged 
in the engrossing work of teaching and 
examining to see their field of activity 
in relation to the profession as a whole. 
Do not forget that the dental profession 
began before dental organizations, agen- 
cies and institutions were thought of. The 
profession in the early years consisted 
mainly of practice. Today it is composed 
of many activities and interests which 
enlist the support of its members, divid- 
ing them into groups, each functioning 
in a restricted area for the advancement 
of dentistry. Practitioners are interested 
in oral health service, teachers in educa- 
tion, officers of dental ocieties in organ- 
ization, members of the Council on Den- 
tal Education in scholastic standards and 
evaluation of schools, members of state 
examining boards in examination, reg- 
istration of dentists and the maintenance 
of a high grade oral health service. Al- 
most all who promote these activities of 
the profession are, primarily, practition- 
ers of dentistry. 

These are a few of the activities that 
tend to separate the profession into 
spheres of interest and influence which, 
if allowed to get out of hand, may reduce 
the effectiveness and the unity of the 
dental profession as a whole. 

This viewpoint will be applied to (1) 
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dental education, (2) state boards of 
dental examiners and (3) its effect on 
the candidate for state licensure. 


Dental Education 


Dental education is an organic part of, 
and is inside, not outside, the dental 
profession. It was the first institution 
established by and for dentistry, and 
over the years it has been continued and 
advanced through the efforts of the pro- 
fession. 

When dental education moved into 
the universities, its control remained in 
the hands of the profession. Representa- 
tives of dentistry went with it and became 
members of the university faculties. Den- 
tal schools are no longer separate and 
self-determining bodies in the profession. 
They literally have joined hands in an 
effort to improve their teaching and the 
quality of their graduates. 


The Council——They function under the 
jurisdiction of organized dentistry which, 


through its Council on Dental Education, 
extends its influence not only into the 
dental school, but also into the college 
of liberal arts and science. It prescribes 
at least part of the predental education 
for students who expect to enter the study 
of dentistry. It suggests the scholastic 
requirements and the personal qualifica- 
tions of those who are admitted to the 
dental school. It defines the length of 
the dental course, suggests what should 
be taught, is interested in how it is taught 
and the conditions under which it is 
taught. 

It examines the dental colleges and 
accredits or disapproves them on the 
basis of criteria which have been de- 
signed to improve dental education. Thus 
dental education is no longer an indi- 
vidualistic agency in the profession. It 
subscribes to guidance and helpful regu- 
lation with the result that dental grad- 
uates today represent a notable advance 
in personal qualification, basic training 
and professional ability. 
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A Uniform Educational Program.—Within 
the past twelve years, a relatively uni- 
form program of dental education has 
been adopted by the dental schools for 
the purpose of providing broad training 
in basic sciences and in technical and 
clinical dentistry. This program has been 
approved by the American Association 
of Dental Schools, the Council on Den- 
tal Education and the profession at large 
as an adequate preparation for admission 
to the practice of dentistry. 


State Boards of Dental Examiners 


How are state boards of dental exam- 
iners related to the dental profession? 
Following the founding of dental schools, 
the professional bodies of several states 
drafted and supported the adoption of 
dental practice acts for the protection of 
the public and the profession. This legis- 
lation created state boards of dental ex- 
aminers empowered to examine and 
approve or reject candidates for the prac- 
tice of dentistry within the state. 

The power of granting a license to 
practice dentistry does not reside with 
the profession or its representatives, the 
board of examiners. It resides with the 
people of the state, who for convenience 
and efficiency have delegated it by law 
to the dental profession through the state 
board of dental examiners. Appointment 
to membership on a state board comes 
through recommendation by the dental 
profession of the state. Therefore, the 
board, composed of members of the pro- 
fession, recommended by the profession 
and working for the improvement of pro- 
fessional services to the public, is an 
indispensable agency for the improve- 
ment of dental education and the prac- 
tice of dentistry. 


Candidates for Dental Licensure 


The predental education of the candi- 
date for dental licensure was prescribed 
by the Council on Dental Education; his 
qualifications were acceptable to the den- 
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tal school where he matriculated, and 
that school, in turn, was approved by 
the Council (some, as yet, are not ap- 
proved fully). He studied and passed all 
prescribed courses in the dental college 
and was granted the degree, Doctor of 
Dental Surgery, or a similar one, by a 
university. 

Having met the profession’s require- 
ments, he is a member of the profession 
entitled to all of the rights and privileges 
except one, the right to practice dentistry. 
At this point in his career he passes from 
the jurisdiction of the dental school to 
that of the state board of dental exam- 
iners. It is natural that his teachers 
should be concerned with the attitude 
of the examining board toward him and 
interested in the board’s decision on his 
licensure. A fair question to ask is: What 
should be the attitude of a state board of 
dental examiners toward a graduate den- 
tist who presents his credentials for li- 
censure? 


Attitude of Examiners Toward Candidates.— 
Teachers believe that the Board’s atti- 
tude toward an applicant should be ob- 
jective in purpose and professional in 
character. They feel that the candidate’s 
credentials and dental degree should be 
honored by the board as satisfactory evi- 
dence of the candidate’s scholastic attain- 
ments, if not of his fitness to enter prac- 
tice. This immunity from repetitious 
examinations appears logical from the 
professional and scholastic viewpoint and 
would avoid duplication of effort which 
could and should be used to better ad- 
vantage by the state board in other forms 
of examining. 

Years ago, when dental training was 
not under the jurisdiction of the profes- 
sion as it is today, it was necessary for a 
board to examine the candidate to dis- 
cover what knowledge he possessed. To- 
day, state examining boards know how a 
candidate was trained; it is no longer 
necessary, for the protection of the pub- 
lic, to re-examine a student who has cre- 
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dentials from a dental school operating 
under the authority of the state in con- 
formity with the regulations of the dental 
profession. 
Recognition of Candidate's Training.—If 
were a member of a state board, I would 
consider well the exact scope of the ex- 
aminations for licensure to practice den- 
tistry. First, I would recognize the fact 
that the dental schools (with few excep- 
tions) had done a more extensive and 
thorough job of examining the candidate 
than could be done by the state examin- 
ing board. Second, if the candidate had 
graduated some years ago, I would ex- 
amine myself—and finding that I had 
forgotten many details of curricular con- 
tent of my dental course, I would give 
him an earned professional credit for 
much that is now contained in state board 
examinations. Third, having accredited 
the candidate’s prior knowledge and ex- 
perience, I would find out what he could 
do with it. 

This raises the question: What should 
be the nature of state board examining? 


The State Board Examining Process 


In examining to discover or test the 
qualifications of the candidate, the type 
is determined by its objective. What, then, 
is the objective of state board examining? 
Is it to determine the applicant’s fitness 
to practice dentistry, or is to determine 
his ability to pass the examinations? I 
believe it is the latter, and the same is 
true of much examining in the dental 
schools. 

For many years, dental schools and ex- 
aminers have accumulated a great body 
of examination questions which, if suc- 
cessfully answered, give evidence of the 
candidate’s proficiency. Unfortunately, 
most of the questions deal with facts that 
must be integrated with processes and 
practices before they become significant 
in determining fitness to practice den- 
tistry. While factual questions may be 
used in the schools to test the student’s 
fundamental knowledge of dental sci- 
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ences, they serve no additional useful 
purpose when repeated by the 
boards of dental examiners. 

Many state boards take it for granted 
that recent dental graduates are quali- 
fied to begin the practice of dentistry. 
Nevertheless, having been authorized to 
examine the candidate, the board must 
prove that he is able to answer the ques- 
tions asked, even though he may require 
several trials. This procedure suggests 
that the correct answer, and not the de- 
termination of his fitness to practice, is 
the objective of the examining. 

Correct Answers vs. Practical Application.— 
If the board cannot accept the candi- 
date’s scholastic record, compiled over 
four years by many teachers who knew 
him, favorable classroom, 
laboratory and clinical environment, how 
can they expect questions and projects 
requiring a few days and given under 
unfavorable circumstances to have real 
value in determining a candidate’s ability, 
or lack of ability, to practice dentistry? 

The faith have in 
their questions is illustrated by a recent 
candidate, who made good grades in all 
except one minor subject in which his 
grade was between 60 and 70. He failed 
the board. Until the examining process 
is improved greatly, it seems fair to have 
more faith in the candidate with good 
credentials than in the examination ques- 
tions. 

I quote several criticisms sent to me 
by two professors, teachers in dentistry: 


state 


and under 


which examiners 


The State Board examinations do not take 
into account the extent of the work we cover 
It would be possible for a student to study 
simple text material and pass these examina- 
tions. They deal with minutiae, not principles 
Many questions are trite, catch questions, to 
be answered in one word, to make them easy 
to grade. The State Board examinations could 
serve a very important public function if they 
were made 


integrative and not merely inter- 


rogatory in nature. 


These teachers confirm my opinion 
that many boards are asking questions 
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not designed to determine the candidate’s 
fitness to practice. 

The fact that almost all questions are 
duplicates of those already answered by 
candidates in dental school indicates that 
they were not intended to determine the 
candidate’s fitness tu practice; instead, 
they are intended to glean isolated facts 
that are related only indirectly to the 
board’s chief objective: the comprehen- 
sive evaluation of a candidate’s fitness 
to practice dentistry. 

Here arises an important question: If 
the boards do not accredit the candidate’s 
scholastic qualifications which are at- 
tested by the dental school, and implicit 
in his diploma granted by the university 
by and with the authority of the state, 
how shall the boards determine the ap- 
plicant’s fitness to practice? 

This is a difficult problem and, to my 
knowledge, no state board has solved it 
satisfactorily. It would be logical for the 
state board of examiners to develop tests 
by which to determine, not what the 
candidate remembers of the courses he 
studied and passed in dental school, but 
how well he can apply that knowledge 
and experience to the main objective of 
all of his studies, the practice of den- 
tistry. Has any board set up objective 
tests for anticipating what a dentist will 
do when he encounters problems in the 
practice of dentistry? Has any board de- 
vised an examining method by which to 
discover, not only a candidate’s weak 
spots, but also his blmd spots in the 
knowledge necessary to the effective pre- 
vention and treaunent of dental diseases? 

State ids are respon- 
sible for the gapabhility of those whom 
they «init to the proctice of dentistry; 
therefore, they should not hesitate to 
make helpful suggestions which would 
enable dental educators to improve their 
clinical teaching to meet the changing 
needs in dental practice. 

From time to time dental teachers 
learn indirectly that the state board is 
not pleased with certain phases of a 
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candidate’s training, but when the mat- 
ter is studied it generally hinges on tech- 
nics not taught in the dental school, 
questions that are ambiguous, newer 
treatments not yet approved by dental 
teachers or older procedures no longer 
taught. 

The state board of dental examiners 
occupies a position on the front line of 
dental practice where it is able to gage 
the strength and weakness of dental edu- 
cation and, through personal contacts, 
to know what are the causes of failure 
in dental practice. Here is the weakest 
point in the examiner—school relation- 
ship. For the good of the profession there 
should be frequent conferences to im- 
prove teaching and examining in den- 
tistry. The boards and schools are ready 
to get together. 

There has been criticism of predental 
and dental education. I had expected 
some practical suggestions on how edu- 
cators can improve their present teaching 
and graduates. I have decided, however, 
that the state examining boards must be 
reasonably satisfied with dental educa- 
tion; otherwise they would not pattern 
their examinations after those used in the 
dental schools. Some boards re-examine 
the candidate in the same subjects and 
sometimes employ questions identical 
with those used in the dental school. 

I believe that examiners would learn 
more about the candidate’s basic knowl- 
edge and clinical ability if they would 
apply to the dental school where, from 
the official record, this information could 
be made available to the board. Such 
records are compiled by each department 
and represent the evaluation of the stu- 
dent by all teachers over a period of 
four years. There can be no doubt that 
such records form the most complete 
and trustworthy evidence of a student’s 
scholastic ability. 

When the state boards of dental exam- 
iners pattern their questions after those 
used in dental schools they simply dupli- 
cate in part the work of dental teachers 
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who already have covered the subject 
for a true evaluation of the student. It 
also must be remembered that much of 
the dental curriculum is intended to pro- 
vide a cultural, informative and broaden- 
ing background for a life of professional 
service and does not of itself constitute 
criteria for determining the student’s fit- 
ness to practice dentistry. 

A well known question formerly asked 

by a state board is, “Differentiate recep- 
taculum chyli and sustentaculum tali.” I 
have never had occasion to use these 
anatomic terms in dentistry, but I could 
have used the space they occupy in my 
memory for some information about den- 
tistry which I have forgotten. 
Variation in Curriculums. — The current 
tendency on the part of examiners to in- 
clude the same questions used in dental 
school examinations imposes an added 
burden on undergraduate students and 
graduate candidates. Since questions are 
obtained from more than one school, the 
examinations may include points of view 
and peculiarities of practice known only 
to students of one school through teach- 
ing methods. Each school differs in the 
degree of development of its courses. The 
student who graduates from a school 
where a course is not well developed may 
not be familiar with contents taught in 
a school where the same course is highly 
developed. 

This situation compels the applicant 
to spend a great amount of time priming 
himself for possible questions which have 
been asked in the past. 

Since the objective of the board is to 
examine the applicant and not to teach 
him, it is preferable to test the candidate’s 
ability to apply his knowledge to funda- 
mental problems and practices in den- 
tistry. His accumulated general knowl- 
edge and prior experience is available as 
the basis for questions which should test 
his ability to think and to apply his 
knowledge, in contrast with tests of mem- 
ory which soon are forgotten. 

One of the most disconcerting situa- 
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tions created by state board examina- 
tions is the occasional necessity for the 
school to prepare its students in a special 
type of clinical work required by the 
board but not included in the curriculum. 
In one school the students must spend 
part of the time allocated to clinical 
practice in preparing for such a state 
board project. Although the teachers find 
their clinical methods in keeping with 
modern dentistry, and widely used among 
practicing dentists, the board does not 
accept the method taught by the school 
as satisfactory evidence of the student’s 
ability to begin practicing. 

The curriculum load in most schools 
does not permit additional projects which 
would deprive the student of essential 
training in other subjects. When a school 
can justify the use of methods it teaches, 
it appears fair to ask the board to deter- 
mine the clinical fitness of a candidate 
on the basis of his school training, and 
not on his ability to pass an examination 
on extracurricular technical procedures 
required by the state board. If the school 
is remiss in its training, the school and 
not the student should be penalized by 
the board. No school which recognizes 
its duty and respects the authority under 
which it operates, and the profession of 
which it is a part, will teach subjects 
that are not in line with present accepted 
theories and practices in dentistry. 

Many state boards require the candi- 
date to make a gold-foil filling as evi- 
dence of his ability to practice dentistry. 
When asked about the requirement, the 
boards reply that it is a most exacting 
procedure, of good teaching value, that 
a gold-foil filling is the most permanent 
restoration and is required by the board. 
When a group of practicing dentists is 
asked, especially those from large cities, 
they reply that the color of foil fillings 
is esthetically out of date, that patients 
will submit neither to the malleting nor 
to the time required and, finally, they 
will admit that they have not made a 
gold-foil filling in many years. 


I have asked this question of state 
examiners, teachers and practitioners, 
and I find that most of them do not 
remember when they made their last 
gold-foil filling. From one group of out- 
standing practitioners, I learned that the 
last foil filling had been inserted fourteen 
years ago. Filling materials must keep 
abreast of the ever growing demand for 
dental services and the ever pressing need 
for judicious use of time in training den- 
tists of the future. 

Not long ago, I talked with a friend 
who is both a champion of, and an expert 
in, making gold-foil fillings. This briefly 
is the story: A young woman had been 
his patient since her childhood. He had 
placed several prize winning gold-foil 
fillings in her upper anterior teeth. She 
visited another dentist with a friend. The 
dentist noticed the gold fillings (repre- 
senting hours of hard work, patience and 
skill) and called her attention to the 
difference in appearance between the 
gold fillings in her mouth and those of 
synthetic porcelain in the mouth of her 
friend. When my friend, the dentist, next 
met his life-long patient, she had ex- 
changed her golden heritage for a mess 
of synthetic porcelain. 

Gold-foil fillings are only an example 
of the many items subject to review in the 
light of the actual needs of dental prac- 
tice, and dental education should wel- 
come the help which dental examining 
boards can give. 

When the board of examiners requires 
extracurricular projects, irreparable harm 
is done to all parties concerned: the 
board, the school and the applicant. 
Doubt arises in the applicant’s mind as 
to the integrity of his school and the 
fairness of the board. There is an impli- 
cation that the board has invaded the 
rights of the school in requiring a type 
of training not included in its curriculum, 
thereby pre-empting the teaching respon- 
sibility of the school and the Council 
on Dental Education. In reality all three 
profession 


are representatives of the 
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charged with respective duties which re- 
quire, above all else, mutual respect, 
cooperation and singleness of purpose in 
serving the profession. Dentistry is a 
unit; its internal problems will be solved 
and its external influence will be effective 
only through fully integrated and coop- 
erating agencies which constitute the 
profession at large. 

Boards of dental examiners and den- 
tal schools, as members of the same pro- 
fession working together toward the ad- 
vancement of dentistry, should display 
a wholesome respect for the authority 
and the efforts of each other and unite 
in support of their mutual objectives. 


Shortcomings of Present Examinations 


The present shortcomings in examin- 
ing may be attributable to the wrong 
emphasis. ‘The present emphasis is on the 
candidate’s ability to pass examinations, 
some of which may be unrelated to the 
practice of dentistry. It is necessary to 
emphasize the applicant’s ability to syn- 
thesize his accumulated knowledge and 
experience in terms of its value and effec- 
tiveness in the practice of dentistry. A 
student may be able to demonstrate a 
knowledge of unrelated facts, but these 
alone are not sufficient evidence that he 
is able to practice. Dental practice re- 
quires the integration of ideas, facts, 
technics and ideals so that the practi- 
tioner is able to focus the resources of 
his mind on diagnosis, treatment, con- 
sultation or whatever phase of practice 
momentarily commands his attention. 

It is in this phase of dentistry that 
boards of dental examiners can make a 
valuable contribution to the profession 
at large and at the same time help dental 
education with its integration of curricu- 
lar contents and dental practice. If the 
type of contribution envisioned here were 
a reality, state boards of dental exam- 
iners, instead of inciting fear in dental 
students, would exert the most helpful 
and beneficial influence over the entire 
dental student body from freshmen to 
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seniors. The first board to inaugurate 
such a program would be credited with 
the first major advance in state board 
examining in the profession’s history. 

This idea may be expressed another 
way: We are concentrating on facts to 
the exclusion of principles, and we are 
stressing technics instead of the total im- 
plications involved in practice. Since the 
state board examinations are patterned 
after those of the dental school, both 
examinations reflect the same viewpoint. 
This narrow viewpoint may become 
detrimental to the profession’s best inter- 
est, as it would be if a state board as- 
sumed the right to examine recent grad- 
uates on currently popular technics being 
exploited by commercial concerns and 
not included in the dental curriculum of 
the schools. 

State board examiners should be con- 
cerned with dental knowledge as a whole, 
not in pulling it apart to see what it is 
made of, for this lies within the province 
of dental schools. They should judge the 
candidate’s ability to put his knowledge 
together for testing at the level at which 
it will be used in dental practice. 

The musician must subject himself to 
the study of notes, rhythm, tempo, har- 
mony and counterpoint, all of which are 
indispensable, but he is tested ultimately 
by his ability to play a composition of 
music. 

In the same way the dentist, having 
laid the foundation for dental practice, 
is tested by his ability to perform, to 
practice, and the state board of dental 
examiners is the authority to pass finally 
on his ability. 


Improvement of Examining Process 


The following suggestions, in part, 
have been and are being used by some 
examining boards. 

1. State boards of dental examiners 
should visit, regularly, the dental schools 
from which they receive most of their 
applicants. 
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2. They should satisfy themselves that 
the school is measuring up to its respon- 
sibility in training dental students prop- 
erly. 

3. In addition to a visit to the dental 
schools in question, and when visits are 
impossible, the board should study the 
dental school bulletins to learn what is 
being taught and to compare the cur- 
riculums of several schools as a basis for 
its examinations. 

4. They should know the standing of 
each school according to the report of 
the Council on Dental Education. 


5. They should know something about 
the teaching personnel of each school in 
question. It is particularly important that 
the board be informed of improved, ad- 
vanced or radical methods taught in 
each school. 

6. The board should obtain a transcript 
of the grades of each applicant, or cer- 
tification that he has passed his studies 
unconditionally. Each school should be 
requested to certify only students who 
are wholly acceptable to the faculty. 
Doubtful students should not be privi- 
leged to take the board’s examinations. 


7. With the above information at hand 
the board should: 

a. Exempt from the board’s exam- 
ination candidates who, in its judg- 
ment, have demonstrated proficiency in 
the basic sciences. The effect of such 
state board exemption would serve 
as the greatest stimulus to preclinical 
studies ever known to dental education. 

b. In conducting practical examina- 
tions, each applicant should be re- 
quested to recall for examination some 
of those patients who were treated by 
him in the dental school. These would 
be patients with fillings, crowns and 
bridges, dentures and so forth. Each 
patient would be certified by the orig- 
inal treatment chart, with dates, type 
of treatment, grade and signature of 
the supervising member of the staff. 
Such an examination would call forth 


the student’s continuing best efforts 

on each treatment throughout the clin- 

ical years, since he never would know 
which of his patients would be avail- 
able for state board examining. 

8. When the board was satisfied with 
the scholastic qualifications, it could make 
its own appraisal of the candidate’s qual- 
ifications to practice dentistry. This ap- 
praisal could include the candidate’s 
aptitude, appearance, ideals, motivation, 
his ability to summarize his knowledge as 
applied to dental diagnosis, treatment 
planning and dental treatment, his con- 
cern for the welfare of the public, his 
interest in the advancement of dentistry 
and so forth. 

Such a program would take full ad- 
vantage of the efforts of dental schools 
and examining boards. It would elimi- 
nate duplication and overlapping of work 
and responsibility. It would permit ex- 
amining boards to stress the professional 
responsibilities devolving upon those who 
enter dental practice. It would hasten 
the integration of basic sciences in den- 
tistry and establish in the mind of the 
candidate the ethical responsibilities and 
professional duties involved in the prac- 
tice of dentistry. 

This is no easy task; it cannot be done 
successfully by a single board. Many 
boards would have to pool their resources 
and acquire the services of persons famil- 
iar with a wide variety of examining 
programs. Eventually, it would be pos- 
sible through a battery of tests to learn 
not only the dentist’s capability to prac- 
tice, but also his interests in, and quali- 
fications for, many of the professional 
activities which must be supported by 
practitioners. 

This type of program would test the 
candidate’s ability to use his knowledge, 
experience and skills in situations similar 
to those prevailing in dental practice and 
would indicate the special field of dental 
service for which he is especially quali- 
fied. 

In conclusion, the state boards of den- 
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tal examiners should realize that teachers 
need their help. Dental education is ad- 
vancing, but there is much still to be 
done. Examiners, by official contact with 
the daily practice of dentistry, should be 
able to give teachers information needed 
for the improvement of dental education. 
Time does not permit a discussion of this 
much needed cooperation, so I will ask 
a few questions covering some phases of 
dental education that might be reviewed. 
It is understood that these questions are 
not asked with the intention of “flunking” 
the state board examiners. 


1. List the intra-oral dental treatment 
(preventive, surgical and _ restorative) 
which a beginning dentist should be able 
to render. 


2. What extra-oral technical laboratory 
procedures related to this intra-oral treat- 
ment should the beginner be able to do? 


3. What physical, personality, moral 
and psychologic prerequisites should he 


possess ? 

4. What information about practice 
management, ethics, jurisprudence, busi- 
ness and finance should he possess? 


5. What cultural acquirements would 
aid him in his professional, social and 
religious activities? 

6. State the specific need in practice 
for integrating the basic knowledge of 
anatomic and histologic structures, em- 
bryologic development, physiologic func- 
tions, chemical reactions, bacterial infec- 
tions and pharmacodynamics. 


7. What should he be capable of doing 
in the field of anesthesia? 


8. List the operations and related treat- 
ment he should be capable of doing in 
exodontia and oral surgery. 


g. What should be the scope of his 
ability in the field of diagnosis? 


10. State exactly what a recent grad- 
uate is expected to know and do in the 


field of orthodontia? 


Wilson 


11. List the common causes of candi- 
dates’ failures in state board examina- 
tions. 

12. What items, especially in the tech- 
nical and clinical courses of dental 
schools, do you regard as outmoded, no 
longer used or impractical in the gen- 
eral practice of dentistry? 

The last question is not the least of 
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contributes more or holds greater re- 

sponsibility than do the dental schools 
and state dental boards. This paper on 
dental education and licensure is based 
on personal contacts with examiners, 
state boards, schools and educators and 
on intimate contact with the products of 
the schools—those who appear as candi- 
dates for licensure and those who subse- 
quently practice in our state. 

Often both dental examining boards 
and schools are so close to their own prob- 
lems as not to see clearly those defects 
which others with a detached viewpoint 
might recognize. The time has arrived 
when boards and schools, as integral parts 
of dentistry, can come together and work 
out common problems to the advantage 
of the whole profession. The Congress 
on Dental Education has shown the way, 
but its lessons have not gone far enough 
in the past. The board in New Jersey has 
realized that it is time to take inventory 
of both board examination procedures 
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the twelve, since it determines whether — 
the dental graduate shall be well trained 
to meet the actual, increasing need for 
health-promoting dental service, or shall 
be required to spend part of his limited 
time in mastering practices not used or 
impractical in meeting the actual dental 
needs of the public—209 East Twenty- 
Third Street. 


N. J. 


and dental education in general, espe- 
cially their interrelation. 


New Jersey Conferences 


To this end a series of conferences is 
being held in New Jersey, with the deans 
of the schools from which most of the 
state’s candidates come. The board is 
learning of the schools’ problems and, in 
turn, is presenting the problems of the 
profession. Because of these exchanges of 
information and views, many concepts 
have been changed and benefits to all 
are bound to accrue. Such conferences 
are recommended to all boards, not only 
with one school, as has been done in 
some states, but with a number, to gain 
a broader viewpoint. Some of the actual 
problems which have received profitable 
attention as a result of the conferences 
will be discussed. 

Schools or their methods will not be 
criticized, nor will any defense or apolo- 
gies be offered for state boards or their 
methods and procedures. Both have per- 
formed admirable service. This will be 
an account of their mutual responsibili- 


ties, with some suggestions for improve- 
ment of the system in providing well 
trained dentists. 


Dental Examiners 


State board members are serious in 
their responsibility to regulate the prac- 
tice of dentistry within their states. Gen- 
erally, they are men chosen by the den- 
tal societies to represent their profession. 
Their responsibility is large, and the 
power granted them by the state to pass 
on the qualifications of those who are 
to practice dentistry is great. Yet there 
is little evidence of abuse of this power. 
As in all walks of life, there are occa- 
sionally men who misunderstand their 
responsibility to the profession. Gener- 
ally, however, candidates for examination 
are given the courteous respect a grad- 
uate professional person should receive. 
The occasional exception to this has 
brought undue criticism at times. 

The licensing procedure should not 
loom as a nightmare in one’s memory; 
rather, it should provide satisfaction at 
having been received respectfully by the 
profession in the state of one’s choice. 
Examiners should exercise to a high de- 
gree a sympathetic understanding of the 
problems of young men entering the pro- 
fession. This makes a lasting impression 
on a young man, and his respect for his 
state board and its subsequent activities 
increases. In New Jersey, the board sends 
to each candidate at the end of his ex- 
amination a letter which expresses this 


idea. 
Dental Education 


The purpose of state dental boards is 
not only to examine candidates for li- 
cense, but in a broad sense they should 


provide under existing laws a “continu- 
ing system of dental service.” This then 
additionally involves the approval of den- 
tal schools and their preliminary educa- 
tional requirements, the registration of 
licensees, the prosecution of illegal prac- 
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tice, the regulation of certain clinics, the 
granting of internships and the enforce- 
ment of regulations on dental practice to 
provide optimum public health protec- 
tion. 

It is to be remembered that the schools 
determine now and in the future the 
character of individuals who make up the 
dental profession by the type of students 
accepted. In this determination of the 
profession’s character, the boards act only 
in a secondary role by examining candi- 
dates whom the schools present. Conse- 
quently, the boards must take an interest 
in the quality of students accepted by the 
schools and the quality of training given 
them. In the past, the wide variance 
between the best and the poorest has been 
too great; often the products of the poor- 
est were not good enough for most states 
—they often reflected adversely on the 
profession. 

Not many years ago, students with pre- 
liminary records and other qualifications 
of doubtful value, who hardly could enter 
any other professional school, could gain 
entrance, by shopping around, into some 
dental schools. The quality of different 
schools has risen and fallen according to 
their administration, faculties and uni- 
versity associations. The dental schools 
have struggled to get their share of uni- 
versity funds to raise themselves “by their 
own bootstraps” to higher standards of 
dental education. : 

Committees of the American Dental 
Association and of the Association of 
Dental Schools have surveyed, studied 
and recommended ways of improving 
dental education. State boards have 
played an important part in progress 
made through a “watchdog” influence on 
the standard of men turned out by the 
schools and have set up minimum stand- 
ards to be met by approved schools. 

State boards have been, and will con- 
tinue to be, necessary adjuncts to the 
whole system of dental education. Some 
persons may scoff at states’ rights in the 
licensure of dentists, but it is as important 
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a fundamental principle in this phase of 
American life as in any other so long as 
a democratic system of state self govern- 
ment prevails. However, it is possible that 
more effective means of exercising these 
rights may be needed. 

The rapid advances in dental educa- 
tion have been brought about in no small 
measure by a greater public appreciation 
of the benefits of dental health, and have 
been enhanced by the Council on Dental 
Education of the American Dental Asso- 
ciation. With these rapid advancements 
it is possible that the functions or at least 
the procedures of the licensing boards 
may need some revision. Likewise, dental 
education has developed so rapidly that 
some schools, like the boards, have per- 
sisted in some grooves too long. 

The Council on Dental Education, 
organized in 1938, has contributed greatly 
to the advancement of dental education 
and thereby has been of singular service 
to the state boards. Composed of repre- 
sentatives of three interested groups— 
the schools, the boards and the American 
Dental Association—it has set up stand- 
ards which have been accepted univer- 
sally. By survey methods, it has helped 
the schools improve themselves and has 
provided the boards with data on schools, 
students and examination results which 
have been invaluable to the boards both 
in the approval of schools and in self 
analysis. 

The quality of this council must be 
guarded by the American Dental Asso- 
ciation—it must be kept free of all polli- 
tics, internal and external, which might 
weaken confidence in it in any way. As 
long as this quality can be maintained 
and the boards have confidence in the 
integrity of the Council and the schools, 
then the boards can utilize fully the 
Council’s standards and can do much 
to improve examination procedure. 

Despite advancements in the educa- 
tional field, examiners often are forced 
to ask, after contacts with hundreds of 
recent graduates, “Are these men ready 
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to practice dentistry on the public with- 
out further supervision, as they are per- 
mitted to by virtue of their licenses?” 
Too often they feel that the answer is 
“No.” It will be argued that the present 
graduates are equipped better than those 
of the teen-years in the three year course, 
of the twenties in the four year course, 
or of the thirties in the one-and-four year 
plan. While it is conceded that they show 
improvement in many ways, there is great 
doubt that the improvement sufficiently 
justifies the greater time spent in educa- 
tion. Too many do not measure up clini- 
cally to those trained in the earlier shorter 
courses. 


The Professional Man 


One might ask, “How can we produce 
better practicing dentists?” The members 
of the dental profession should be cul- 
tured and educated gentlemen as in any 
other profession. The dictionary’s defini- 
tion of “cultured” is “possessing manifest 
education and refinement”—and of 
“education,” “(1) the systematic devel- 
opment and cultivation of the natural 
powers by inculcation, example, etc.; (2) 
instruction and training in an institution 
of learning, and (3) the result of such 
instruction and training.” Our boards 
see more of the result of the training. As 
for the culture, often there could be more 
refinement. 

How could better men be produced 
within a reasonable training period? 
Since New Jersey has no dental school, 
there are graduates of many schools in 
the state. There seems to be something 
lacking in cultural training when many 
graduates display a woeful lack of ability 
to express themselves in correspondence, 
in examinations and otherwise. Self-ex- 
pression, ethics, neatness and poise too 
often seem lacking or have been lost by 
the time of graduation. 

If it is in the province of the predental 
schools to furnish this culture, then the 
whole system of dental education should 
be examined from the predental on 
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through. It is dangerous to be complacent 
with a conventional system of two or 
more years of predental education in arts 
and sciences and four years of dentistry 
if some other system will produce better 
dentists. 

One hears constantly that the pres- 
ent group of G.I. students is, on the 
average, exceptional. Deans have said 
with pride, “Wait until this group is 
graduated!” The cause cannot be a better 
or longer formal predental training. Age, 
seriousness, adaptability to discipline, re- 
sponsibility and a special education ac- 
quired by war experience perhaps sums 
it up. How can this attitude be inculcated 
upon future students when the present 
crop of G.I.’s is exhausted? 

In the past many without formal col- 
lege credits for entrance into dental 
school did acquire background, experi- 
ence and culture by working in various 
capacities during high school and college 
vacation periods. It is difficult for a den- 
tist to acquire a broad, practical knowl- 
edge of other fields after he has started 
professional practice. Perhaps the schools 
should emphasize the value of extraden- 
tal experience. 

Keeping pace with medicine or any 
other profession merely on the basis of 
the number of years of preprofessional 
and professional training is secondary to 
training dentists who are cultured gen- 
tlemen with the ability to practice good 
dentistry. 

There seems to be no scientific proof 
that a two year predental education will 
produce a better dentist than a one year 
course. There is, however, a wide differ- 
ence in the results of the predental train- 
ing in different colleges; herein lies one 
of our greatest weaknesses. With all the 
attention given to the improvement of 
dental schools, predental courses should 
be examined, for there is lost time and 
motion in these courses which could be 
utilized better by the student to improve 
his culture and prepare specifically for 
the career before him. 
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Time spent in preparation which will 
enhance one’s accomplishments and in- 
crease one’s enjoyment of life should not 
be spared; but time squandered on non- 
essentials, educational or otherwise, adds 
little to the student’s knowledge, ability, 
aptitude or culture. The Council on Den- 
tal Education should give its attention 
to a predental course more uniformly 
useful and more directly applicable to 
the dental career without the loss of its 
cultural aspects. A few methods of ap- 
proach will be suggested. 


Curriculums 


One Year Predental—One Year Postdental. 
—Many board members and others be- 
lieve a one year predental course followed 
by the four year dental course and a com- 
pulsory one year postdental course as 
postgraduate college training or an ap- 
proved supervised hospital internship 
would produce better dentists. It would 
not detract from the cultural background 
if the predental training were guided 
wisely. 

Another modification of the plan 
would be one year of predental and five 
years of dental college during which 
some of the so-called cultural subjects 
might be prescribed and additional clin- 
ical experience given. A combination of 
the two phases would produce a well 
rounded professional man. English com- 
position, public speaking, psychology and 
sociology might be included in this 
course. 

Or, if the minimum two year predental 
course is retained, there should be pro- 
vision for a sufficient preview of the stu- 
dent’s aptitude, interest and appreciation 
in dentistry. A course in “dental appre- 
ciation” might eliminate many who never 
should have entered dental school; at 
the same time it would equip the quali- 
fied student psychologically. This is sug- 
gested as an adjunct to, not as a substi- 
tute for, aptitude testing; it could save 
hundreds of student years of misspent 
time in dental schools. 
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If the “two-four” plan is to continue 
and cannot include more clinical teach- 
ing than now is given, there should be a 
compulsory postgraduate training before 
licensure, either a college postgraduate 
clinical course or a supervised, approved- 
hospital internship as previously men- 
tioned. 

With the advanced technics and wide 
scope of dental practice today, additional 
clinical practice such as diagnosis and 
treatment planning is necessary before a 
dentist should be allowed to practice 
without supervision. If the provision were 
made and demand created for super- 
vised hospital internships, hospital dental 
departments would provide sufficient fa- 
cilities for this training. The medical pro- 
fession met the same objection years ago, 
but when training was made compulsory 
places were found for the internships. 
Colleges and armed services also can take 
care of many in postgraduate work. 


Basic Sciences.—The basic science courses 
form the basis of a well rounded dental 
education. They contribute much to the 
development of the mind. More empha- 
sis should be placed on the dental aspects 
of these subjects; they should be pointed 
more toward dentistry. Examinations 
have shown that little of this subject 
matter is retained by the average dentist 
a few years after graduation. Often, in 
the attempt to crowd in general knowl- 
edge, much that is important to a dentist 
is lost. 

Many states give partial examinations 
at the completion of two years of these 
subjects to be sure that enough is re- 
tained to pass an examination. The sub- 
jects which the graduate fails most often 
after a few years are biochemistry, bac- 
teriology, physiology, pathology and 
materia medica. Memory is partly ac- 
countable; so is the lack of practical ap- 
plication. 


Practice Management.—Some time saved 
in these courses might be devoted to 
teaching more practice management, 
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which seems to be underemphasized. This 
“weak link” can harm a man with a fine 
dental education. If a dentist finds diffi- 
culty in making a living, he may lose 
interest in his profession, he cannot af- 
ford postgraduate study or proper time 
for recreation and may be subjected to 
mental and physical anguish. Or he may 
be tempted to sacrifice quality for quan- 
tity production or to take short cuts, 
eliminating and losing valuable technics. 
Strengthening this weak link in educa- 
tion might add enormous strength to the 
whole professional structure. 


Public Health—Greater emphasis on the 
public health aspects of dentistry could 
enhance the value of the profession. 
There is too little realization on the part 
of graduates of their responsibilities to 
the public health and of the prestige 
gained for the practitioner and the pro- 
fession as a whole by participation in 
health programs of the community. 

The American Dental Association is 
trying to create interest in this through 
a series of letters to undergraduates and 
recent graduates, but this does not go 
far enough. The schools can help, espe- 
cially by creating greater interest in the 
realm of children’s dentistry. It may be 
possible to integrate dentistry’s program 
into the courses in pedodontia or chil- 
dren’s dentistry. 

A survey made by the American Asso- 
ciation of Public Health Dentists indi- 
cates that some schools still do not have 
a course in public health, and many of 
those who do neglect the necessary den- 
tal emphasis. Again, lack of teachers for 
this important subject is evident and 
should be given serious consideration. 


Examination of Older Graduates 


In the matter of graduates’ retention 
of the subject matter taught them, let us 
consider the state board’s examining of 


those who have been out of school a 
number of years. It is felt, from the re- 
sults observed over a number of years, 
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that it is unreasonable to expect a grad- 
uate of five years or more to pass the 
same examination in those “memory” 
subjects which a recent graduate would 
find simple. 

No state should wish to keep a com- 
petent, ethical dentist from practicing 
within its borders if, without ulterior mo- 
tives, for reason of geographic location, 
health or fondness for the state, he 
chooses to practice there. On the other 
hand states with certain natural advan- 
tages can not permit an influx of incom- 
petent, unsuccessful or unethical dentists 
from other states to the detriment of 
native dentists, the public health and the 
prestige of the profession. 

A plan of examination is presented 
which would eliminate the requirement 
of written examinations in the basic 
science courses but would be more com- 
prehensive in the practice of dentistry 
and would show the value of years of 
experience. A short outline of the pro- 


posed examination follows: 


I. To be eligible for the special examina- 
tion, the candidate must have been graduated 
from dental school and licensed in another 
state for ten years or more. (New Jersey will 
experiment first with ten year graduates.) He 
must qualify by completing an applic+tion 
which will include this information. 


College: Year; grades (final) in each sub- 
ject. 

Other state board licenses: When received; 
grades. Do you hold a national board certifi- 
cate? 

Postgraduate training: List chronologically 
all postgraduate dental courses, clinics at- 
tended, stating approximate time deveted to 
each. 

Teaching: 
assignments. 

Clinics and essays: List all clinics and essays 


instructor or teaching 


List all 


presented to dental groups. 
Author: List papers and articles published. 
Dental List societies in 
which membership has been held, dates, of- 
fices held, committee assignments 
List all 


socicties: dental 


Community interest: community 


activities. 


The Journal of the American Dental Association 


Positions held since high school graduation: 
Name of employer, address, period of employ- 
ment. (Include government or war service and 
all positions, dental or otherwise. ) 

Specialty: Have you limited your practice 
to a specialty? Specialty; years practiced. 
Three letters of reference to specialty from 
local dentists or certification. 

Have you ever been convicted of a crime? 
If so, state circumstances. 

Have you ever had your license to practice 
dentistry in any state suspended or revoked 
for violation of rules or regulations? If so, 
state circumstances. 

Have you ever been suspended or expelled 
from any dental society for breach of ethics or 
rules? If so, state circumstances. 


If. Practical examination would follow this 
general outline: 

The examination will consist of four sec- 
tions: (A) clinical operative dentistry; (B) 
clinical prosthetic dentistry; (C) clinical oral 
diagnosis and treatment planning; (D) oral 
examination by committee of examiners cov- 
ering the practical application of the basic 
sciences and other subject matter which would 
help to evaluate the candidate’s qualifications. 

A. Clinical Operative Dentistry 

1. Simple gold foil filling, Class 1 or 5 

2. Preparation for compound inlay in bicus- 
pid or molar, making a direct wax pattern 
or an indirect copper band impression of 
same Cavity 

3. Preparation and insertion of a compound 
amalgam filling. Possible injection for local 
anesthesia 

4. Prophylaxis (reasonably difficult) 
(Time: 8:30 a.m. to noon; 1:30 to 3:30 p.m.) 

5. The making and processing of a full 
mouth series of roentgenographs 

B. Clinical Prosthetic Dentistry 

1. Same as at present in New Jersey 

2. Partial colloid or hydrocolloid impression 
four or more missing teeth), running of 
models and designing of case, outlined on 
model 
(Time: 8:30 a.m. to noon; 1:30 to 3:30 p.m.) 

C. Mouth Diagnosis and Treatment Plan- 
ning 

1. Same as at present in New Jersey (ex- 
amination forms available on request) 

2. More x-rays for diagnosis 

3. Colored x-rays or slides to diagnose mouth 


conditions 
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D. Oral Examination 

Whole board, if possible, to sit separately 
with copy of application of candidate present, 
interview candidate and grade on basis of 
aptitude impression made. . 

(Time for third and fourth sections: Third 
day of examinations—C at 8:30 a.m.; D at 


1:30 p.m.) 


It is evident that this examination is 
not designed to lower standards but re- 
quires the ten year graduate to display 
greater qualifications in view of longer 
practical experience. At the same time it 
is eminently fair. 


New Examination for Recent Graduates 


After experimenting with this plan for 
ten year graduates, the plan might be 
elaborated on for new graduates without 
sacrifice of the rights and responsibilities 
of the state boards. Written examinations 
in the basic sciences (anatomy, histology, 
biochemistry, bacteriology, pathology, 
physiology) could be eliminated by in- 
cluding the dental application of these 
subjects in the other dental subjects 
which still would be a part of the written 
examination, and by utilizing to some 
extent the grades made in the dental 
school. It has been intimated by some 
deans that these grades could be fur- 
nished to boards; the possibility of using 
them properly should be investigated. 

The over-all control to the rating of 
the different schools in teaching the vari- 
ous subjects could be determined by the 
records made by their students in the na- 
tional board examinations. Schools might 
come to utilize the national board find- 
ings as part of final grading. 


Clinical Examinations 


The practical or clinical state board 


examinations generally are centered 
about a few clinical operations required 
to test the skill of the candidate. The class 
2, 3 or 4 gold foil filling is a classic exam- 
ple: while it is a good test of skill, it has 
shortcomings even as an adequate meas- 
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urement of this skill. Its general use as 
a state board test does require the schools 
to devote thousands of clinical hours in 
practice on this operation to the exclusion 
of, and detriment to, many more com- 
monly used clinical operations. 

The New Jersey board recently has 
eliminated the class 2, 3 or 4 gold filling 
from its examination and will substitute 
a class 1 or 5 foil together with a com- 
pound amalgam. This will give a broader 
basis for grading, will relieve the schools 
of pointing and provide an examination 
consisting of more operations which make 
up the bulk of average new practices. 

Coupling this with a mouth-diagnosis 
examination which has been well devel- 
oped and given prominence in the exam- 
ination, a good evaluation of the candi- 
date’s dexterity, clinical knowledge and 
judgment can be made. 

Changes in the clinical prosthetic ex- 
amination are under consideration. 


Dental Teaching 


The need for a control over the stand- 
ard of teaching in the different schools 
still exists. A candidate cannot be ac- 
cepted blindly because he has passed a 
course in a dental school, for there is still 
variance in the quality of the teaching. 
The dearth of good dental teachers 
makes it difficult for all schools to excel 
in all departments. One remedy is to 
create in the public mind a greater appre- 
ciation of the importance of dentistry as 
a health service. Only by this can we gain 
public support needed for proper financ- 
ing of the dental institutions. 

Dental teachers must be offered the 
financial inducement in keeping with 
their valuable service. The American 
Dental Association can contribute to this 
by an active, progressive public relations 
program to build greater public esteem 
for the profession. This will require 
greater financial support by individual 
members, for the ever-expanding activi- 
ties of a progressive profession can not 
be operated on “peanuts.” 


A recent report of the President’s Com- 
mission on Higher Education, dated Jan- 
uary 25, 1948, describes the problem as 
one common to all branches of higher 
education. It also gives particular sig- 
nificance to our predental requirements. 
The Commission’s report dealt with 
“staffing higher education” and said : 


The serious problems which confront higher 
education today only foreshadow the even 
greater problems of the year ahead. Acceler- 
ated social changes, increasing demands for 
world citizenship, pyramiding technological 
developments, greater emphasis upon ethical 
ideals—all create demand for qualities in fac- 
ulty personnel now too rare on college and 
university Campuses. 


The commission said that if “quanti- 
tative and qualitative” demands are to 
be met, immediate steps must be taken 
to: 

1. Give better preparation to larger 
numbers of prospective faculty members. 

2. Improve the present methods of re- 
cruitment, selection and placement of 
faculty personnel. 


3. Develop and expand in-service edu- 
cation programs. The report said that 
no over-all pattern can be recommended 


for in-service education which it de- 
scribed as the continuing education of 
teachers themselves. 

4. Enhance the working conditions of 
all who carry the responsibility for post- 
high school education. 

The commission said that even in the 
“strongest” institutions the average sal- 
ary for teachers in 1946-1947 was $3,867 
for a nine month period. “The professor 
in 1947,” the report said, “taught more 
students, worked longer hours, shoul- 
dered graver responsibilities and received 
substantially less real income than he did 
in 1940.” 

Boards of examiners, proud of the job 
the schools are doing, are as anxious to 
strengthen the boards’ weak spots as the 
schools are. Board members realize that 
they are not usually trained teachers, and 
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yet in examining graduate students they 
actually supersede the opinions of men 
whose life’s work is to teach. But with all 
the possibilities of misjudgment and natu- 
ral differences in the coefficiency of va- 
rious boards, the results have proved 
consistent with the qualifications of the 
candidates. These suggestions have not 
been made as criticism of either board or 
school methods. 


Summary 


1. There should be greater cooperation 
between schools and state boards for 
mutual advancement. This can be en- 
hanced by frequent conferences with 
open-minded discussions of mutual prob- 
lems. 


2. Dental education has advanced rap- 
idly to a point where boards can take the 
grades made by candidates in school 
more into consideration in passing on 
qualifications. There is still a great dis- 
crepancy in the products of dental 
schools. State board examinations are a 
necessary check valve for the evaluation 
and elevation of dental education in 
general. 

3. The conventional plan (two years 
predental, four years dental) of educa- 
tion should be revised if necessary. The 
two or more years of predental study 
often is wasted time. There is no con- 
sistency in values received in this train- 
ing and there should be more guidance 
by dentistry as to the direction of the 
training. It could be pointed more toward 
dentistry and utilized to test ability, in- 
terest and aptitude. It might include a 
course in “dental appreciation.” A new 
combination of predental, dental and 
postdental training might prove valuable 


4. Dental schools should emphasize 
practice management and integrate the 
dental health program of the American 
Dental Association into their courses. 
Courses in public health should place 
more emphasis on the dental aspects. 
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5. The shortage of dental teachers is 
a common problem and can be aided by 
a more vigorous public relations program 
to enhance the public appreciation of 
the importance of dental health service. 
The increase in public support of dental 
education should provide equitable in- 
comes to attract more to dental teaching. 


6. State board examinations should be 
in keeping with modern concepts and 
should be pointed toward dental appli- 
cation. It is unreasonable to require of 
older graduates rigid, formal examina- 
tions in the basic sciences when a more 
comprehensive practical examination can 
be developed to indicate the candidate’s 
application of years of practice and ex- 
perience. Few candidates out of school 
five or more years can pass written ex- 
aminations in the basic sciences. Perhaps 
these courses could be streamlined to- 
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ward the more essential dental aspects. 

7. The practical or clinical state board 
examinations should be revised to obviate 
the necessity for schools to overempha- 
size certain operations. Valuable time is 
wasted in pointing students for state 
boards at the expense of a well rounded 
clinical training. 

8. The Council on Dental Education 
is to be commended for its progressive 
attitude in striving for better dental edu- 
cation; for its splendid survey of dental 
schools which has been responsible for 
improvements in individual schools, and 
for promoting the cooperation of schools 
and state boards. It is for the member- 
ship to go on from there to develop for 
the people of America an ever improving 
system of providing dental personnel to 
render the finest possible dental health 
service.—150 East State Street. 


REQUIREMENTS FOR CERTIFICATION BY 


THE AMERICAN BOARD OF PROSTHODONTICS 


Irving R. Hardy, D.M.D., Boston 


N October 1946, the secretary of the 

Council on Dental Education of the 

American Dental Association suggested 
to the officers of the American Academy 
of Denture Prosthetics that the organiza- 
tion establish a specialty board in the field 
of prosthodontics. 

At a meeting of the Academy held in 
Miami, Florida, nine men were named 
to form an independent corporate body, 
the purpose of which was to prescribe 
regulations governing the Board and its 
functions, pertaining to the certification 
of specialists in the field of prosthodon- 
tics, 


The American Board of Pros- 


Secretary-treasurer, 
thodontics. 


Two members of the Board are deans 
of dental schools, and all members now 
hold or have held professorial rank in 
accredited dental schools. 

This Board elected officers, drew up 
bylaws, rules and regulations and was 
incorporated as a nonprofit organization 
in the State of Illinois on February 21, 
1947, with the title “The American 
Board of Prosthodontics.” It submitted 
its organizational setup to the Council 
on Dental Education of the American 
Dental Association and received the ap- 
proval of the Council and of the Asso- 
ciation in February 1948. 

The aim of the American Board of 
Prosthodontics is to establish the pros- 


thetic specialty at a high professional 
level, and then, through improved edu- 
cational training, maintain and con- 
stantly improve the character of prac- 
tice of its certified specialists. 

The function of the Board is to formu- 
late criteria, conduct examinations and 
issue certificates of specialization in den- 
ture prosthetics to dentists who success- 
fully complete the examinations given 
by the Board. 

This certificate, subject to law, entitles 
the holder to announce himself as a spe- 
cialist in prosthodontics and to display 
his certificate in his office. While it is ex- 
pected that certified specialists will de- 
vote the major portion of their practice 
to the speciality of prosthodontics, the 
holder of a certificate from the American 
Board of Prosthodontics is not required 
to confine his practice entirely to pros- 
thodontics. 

The secretary of the Board will main- 
tain lists of all holders of certificates 


issued by the Board. These lists are avail- 


able to the dental and medical profes- 
sions. In response to inquiries from lay 
individuals concerning the qualifications 
of a particular person as a specialist in 
prosthodontics, the secretary shall limit 
his reply to the fact that the person is 
or is not the holder of a current certificate 
issued by the Board. 

The Board may, from time to time, 
allot a portion of its funds to stimulating 
professional interest in prosthodontics, 
and protecting the public from represen- 
tation of unqualified persons as qualified 
specialists in prosthodontics. 

The first examinations for certification 
will be held at the University of Illinois 
College of Dentistry, Chicago, January 
31 through February 4, 1949. Subsequent 
examinations will be announced in THE 
JOURNAL OF THE AMERICAN DENTAL AS- 
sociaTIon. The Board plans to hold such 
examinations regionally so that candi- 
dates will not be required to travel un- 
duly long distances to the place of exam- 
ination. 


The Journal of the American Dental Association 


The examination will consist of (1) 
written and/or oral work covering all 
phases of denture prosthetics, including 
applied basic sciences; (2) the presenta- 
tion of five case reports, these to be pre- 
pared in such manner as the individual 
presenting them deems most illustrative 
of his plan of treatment, and (3) the 
construction of dentures for an edentu- 
lous patient. 

The examination will be given over a 
period of five consecutive days. 


Qualifications of 
Candidates for Examination 


Satisfactory moral and ethical standing in 
the dental profession. 


Citizenship in the United States. 


Graduation from a dental school accredited 
or otherwise recognized by the Council on 
Dental Education. 


A license to practice dentistry issued by a 
legally constituted examining board, or 
other legally constituted authority, in the 
United States. 


Membership in the American Dental As- 
sociation or the National Dental Associa- 
tion. 


A period of study after graduation from a 
dental school of not less than two years in 
graduate or post graduate courses, hos- 
pitals, clinics, dispensaries, preceptorships 
under the direction of certified specialists, 
or fundamental science laboratories recog- 
nized by the Council and by the specialty 
examining boards as competent to provide 
adequate training in the special field. This 
period of study may be pursued wholly in 
a school giving graduate or post graduate 
courses and may or may not lead to an ad- 
vanced degree; it may also be pursued 
wholly in hospitals, clinics, dispensaries, 
preceptorships, or fundamental science lab- 
oratories; or it may be pursued partially 
in schools or preceptorships and partially 
in other types of institutions. 

One full academic year of graduate or post 
graduate study will be considered as equiv- 
alent to a calendar year. Teaching or a 
fellowship in the field of the specialty may 
be considered in partial fulfillment of this 
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requirement. The character of this period 
of study will be determined by the specialty 
examining board subject to approval by 
the Council. 

Previous to January 1, 1952, a candidate 
with ten years of experience may present 
evidence of training of a special nature, 
mutually satisfactory to the Council and 
the Board, in the field of prosthodontics, 
as a substitute for the required period of 
study. 


7. An additional period of not less than three 


years of practice devoted primarily and 
principally to the specialty, which may be 
combined with further study under condi- 
tions determined by the Board, subject to 
approval by the Council. 


8. A satisfactory standing in the examina- 


tion prescribed by the specialty examining 
Board. 


How to Make Application 


1. A candidate should write to the Secretary 


of the American Board of Prosthodontics, 
Dr. Irving R. Hardy, Tufts College Dental 
School, 416 Huntington Avenue, Boston 
15, Massachusetts, requesting the applica- 
tion form. 


2. After having answered ALL questions and 


given ALL data requested, the application 
form should be mailed back to the Secre- 
tary. 

The candidate must include a remittance 
of Twenty-five ($25.00) Dollars with the 
completed application form. The fee is not 
refundable, either in the event of accept- 
ance or rejection, by the Board. 

Note: Forms which are not completed in 
ALL DETAIL will not be considered by 
the Board. 

If any item is left blank, or not answered 
completely, a clearly stated explanation 
should be made, setting forth the reason 
the information is not available. 


3. After the Secretary has received the com- 
pleted application, he will notify the can- 
didate that the form and application fee 
have been received and will also give the 
date when the Board will consider the 
application. 
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4. Within fifteen (15) days after the action 

of the Board, the candidate will receive 
notice from the Secretary of the Board as 
to the action taken. 
If the application is received favorably, 
the candidate will also be notified as to 
the time and place of the certification ex- 
amination. 


5. The Secretary must have in hand, a remit- 
tance of Two Hundred ($200.00) Dollars 
(Examination fee) from the candidate, 
not later than sixty (60) days prior to the 
date set for the examination. 

(On and after thirty (30) days immedi- 
ately prior to the examination, this fee is 
not refundable. ) 


6. After the Secretary has received the ex- 
amination fee of Two Hundred ($200.00) 
Dollars, a set of instructions will be sent 
to the candidate, verifying the time and 
place of examination, and giving the can- 
didate instruction concerning the nature, 
scope and conditions of the examination. 


Annual Fee 


All holders of Certificates from the Ameri- 
can Board of Prosthodontics are required to 
pay an annual fee of Five ($5.00) Dollars. 

The American Board of Prosthodontics is- 
sues Annual Certificates only, which are void 
on the First day of January, each year, but 
which are renewable upon payment of the 
Annual Fee of Five ($5.00) Dollars. 

Annual fees are payable to the Secretary of 
the Board on or before January First of each 
year. 

A Delinquent fee of Five ($5.00) Dollars ad- 
ditional, must be paid if the annual fee is 
not paid by January Thirty-first. 

A delinquent annual fee of one year, auto- 
matically revokes Certification. 

The issuance of the original Certificate shall 
not preclude the holding of periodic re-exami- 
nations, should the Board decide such pro- 
cedure to be necessary to maintain desirable 
standards for the specialty of prosthodontics. 

Should evidence prove moral turpitude, or 
unethical conduct or practice, on the part of 
the holder of a Certificate, the Board is re- 
quired to refuse the issuance of the annual 
Certificate, thereby revoking certification. 
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REQUIREMENTS FOR CERTIFICATION 


BY THE AMERICAN BOARD OF PERIODONTOLOGY 


Harold J. Leonard, D.D.S., New York 


HE American Board «° Periodontology 
was organized in 193/ the Ameri- 
can Academy of Pericdontology. It 

was incorporated in 1940 and heid its 
first meeting for the certification of can- 
didates in February 1941. 

In the nine meetings held for this pur- 
pose, 117 periodontists have been certi- 
fied. At first the candidates were almost 
all well known members of the American 
Academy of Periodontology whose quali- 
fications were personally known to mem- 
bers of the Board. For these, no formal 
examination required. Later on, 
when younger, less prominent dentists 
applied for certification, it became nec- 
essary to examine case reports and con- 
duct written and oral examinations in 
order to ascertain their educational and 


was 


practical qualifications. 

When the majority of well recognized 
periodontists had been certified, accord- 
ing to the waiver provision for periodon- 
tists of ten years’ experience, so that a 
respectable roster was possible, it became 
possible to raise the educational standard 
for qualification for all candidates to ac- 
cord more nearly with the ideals of the 
Board and the Academy. 

This raising of standards has, of course, 
been accelerated by the efforts of the 
Council on Dental Education which set 


up a requirement of two years of super- 
vised postgraduate education and train- 
ing in addition to three years of practice 
devoted principally to the specialty. Each 
dental specialty certifying board must 
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adopt this measure to be approved by the 
Council. This requirement is expected 
to take effect for all candidates after 
1951, by which time it is hoped that edu- 
cational facilities will be available to 
make it possible. The American Board 
of Periodontology was formally approved 
by the Council in January 1948. 

In addition to the certification of perio- 
dontists, the Board has published a roster 
with biographical data of its diplomates, 
and is publishing a leaflet giving in detail 
the exact phases of postgraduate subject 
matter on which the examinations will 
be based. This leaflet is to help the can- 
didate in his educational preparation and 
it is to guide the dental schools as to the 
content of postgraduate courses desired 
for the preparation of candidates in peri- 
odontology. The preparation of this leaf- 
let has required that the field of perio- 
dontology be carefully defined and that 
many schools of thought be harmonized. 

The Board of Periodontology was also 
instrumental in organizing the Advisory 
Board for Dental Specialties which is 
composed of representatives from the 
five dental specialty boards, the two na- 
tional dental examiners associations, th« 
American Association of Dental Schools 
and Council on Dental Education. This 
group is acting as a clearing house for 
ideas, problems and plans to the end 
that the growth of dental specialties may 
be for the good of the public and the pro- 
fession as a whole, and that through this 
growth dental education, dental know!l- 
edge and professional usefulness may in 
all ways be advanced. 
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General Requirements 


. Satisfactory moral and ethical standing in 


the dental profession. 


. Citizenship in the United States. 
. Graduation from a dental school ac- 


credited or otherwise recognized by the 
Council on Dental Education. 


. A license to practice dentistry issued by a 


legally constituted examining board or 
other legally constituted authority in the 
United States. 


. Membership in the American Dental As- 


sociation or National Dental Association. 


. A period of study after graduation from a 


dental school of not less than two years in 
graduate or postgraduate courses, hospitals, 
clinics, dispensaries, preceptorships under 
the direction of certified specialists, or fun- 
damental science laboratories recognized 
by the Council and by the Board as com- 
petent to provide adequate training in the 
special field. This period of study may be 
pursued wholly in a school giving graduate 
or postgraduate courses and may or may 
not lead to an advanced degree; it may 
also be pursued wholly in hospitals, clinics, 
dispensaries, preceptorships or fundamen- 
tal science laboratories; and it may be pur- 
sued partially in schools or preceptorships 
and partially in the other types of insti- 
tutions. One full academic year of gradu- 
ate or postgraduate study will be consid- 
ered as equivalent to a calendar year. 
Teaching or a fellowship in the field of 
the specialty may be considered in partial 
fulfillment of this requirement. The char- 
acter of this period of study will be deter- 
mined by the Board, subject to approval 
by the Council. This requirement is to be 
effective so far as possible not later than 
October 1, 1951. 

An additional period of not less than three 
years of practice devoted primarily and 
principally to periodontology which may 
be combined with further study under con- 
ditions determined by the Board, subject 
to approval by the Council. 

A list of papers and books published by 
the candidate. 

Reports of eight cases of various types of 
periodontal diseases which have been diag- 
nosed and treated by the candidate. 

A satisfactory standing in the examination 
prescribed by the Board. 
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Procedure 


A. Applications must be made in duplicate on 


special blanks procured from the Secretary. 
The completed application blanks must be 
returned to the Secretary together with 
other required credentials ninety days in 
advance of the examination at which the 
candidate desires to appear. In the appli- 
cation, the candidate must state his educa- 
tional qualifications, professional experi- 
ence and clinical qualifications. 


B. The application must be accompanied by 


two small unmounted photographs of the 
candidate, together with certification of 
the period of enrollment from institutions 
where training in periodontology was ob- 
tained, and the names of two or more perio- 
dontists, preferably diplomates of the 
Board and from the vicinity of the candi- 
date’s location of practice, who are to be 
used for reference. 


1. Case Reports 


1. The application shall be further accom- 
panied by reports of eight cases on 
forms obtained from the Secretary. 
These case reports must be original, com- 
posed by the candidate and of perio- 
dontia cases, diagnosed and treated by 
the candidate, of varied character and 
sufficient severity to have taxed the diag- 
nostic and operative skill of the candi- 
date. They will become the property of 
the Board but, upon request, the Board 
may give permission to use them for 
other purposes. Roentgenograms (origi- 
nals or prints), kodachromes of the 
mouth, and photographs of casts when 
indicatéd should accompany the reports, 
but record casts themselves can not be 
used. 

2. The case reports when received by the 
Secretary should be sent for grading to 
a member of the Board far removed 
from the candidate and, if possible, who 
is not acquainted with the candidate. 
Poorly written histories, faulty dental 
roentgenograms, incomplete examina- 
tions, careless and inaccurate statements, 
failure to explain complications, lack of 
sufficient evidence for performing opera- 
tions, all count against the candidate 
since these are indicative of his unfit- 
ness. Reports of cases not diagnosed and 
treated by the candidate will not be ac- 
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cepted. If the examiner is in doubt 
about the fitness of the candidate the 
report will be sent to a second examiner 
and, if necessary, a third, each of whom 
grades the reports independently. The 
candidate may not be examined further 
unless the majority of those who exam- 
ine the case reports are convinced of 
their passing grade. 

. The average of the grades given to each 
set of case reports by the Committee on 
Examinations will be reported immedi- 
ately to the Secretary of the Board 
Upon recommendation of the Commit- 
tee on Examinations, the Secretary shall 
notify a candidate that he will not be 
permitted to take the examination until 
he has submitted a further satisfactory 


set of case reports 
Fee 


t. The fee for the examination is $100.00 
no part of which is returnable. Of this 
sum, $25.00 must accompany the appli- 
cation. No application will be acted 
upon until the $25.00 application fee is 
received. The balance of the fee-— 
$75.00—must be paid to the Secretary 
upon notification that the candidate has 
been accepted for examination. A re- 
examination fee of $10.00 is required of 
candidates conditioned in one or more 
subjects. 

The application remains valid three 
years. An applicant must appear for ex 
amination within this time or forfeit the 
fee. 

If the candidate fails in an examination, 
he will be admitted to a second exami- 
nation after one year and within the 
three year period dating from his appli- 
cation. Ninety days’ notice of intention 
to appear and a re-examination fee of 
$10.00 are required 

4 candidate having failed twice must 
file a new application, pay an additional 
fee of $100.00 and convince the Board 
of additional postgraduate study pre 
vious to being assigned an appointment 
for another examination 

Pledge: Candidates are required to sign 

the following pledge: 

I hereby apply to the American Board of 

Periodontology for examination by the said 

Board in accordance with its rules and 

herewith inclose the application fee of 
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$25.00 which is not returnable. I under- 
stand that the balance of $75.00 is to be 
paid if and when I am accepted for exami- 
nation and is likewise not returnable. | 
hereby agree that prior to an examination, 
or subsequent to my examination, the 
Board may investigate my standing and 
reputation for complying with the stand 
ard of ethics of the profession and may re- 
fuse to examine me, or, having examined 
me, may refuse a certificate, and such re- 
fusal to grant a certificate may not and 
shall not be questioned by me in any court 
of law or equity or other tribunal, nor shall 
I have any claim in the event of such re- 
fusal to a return of the fee accompanying 
the application. 

U hereby certify that the case reports sent 
in support of my application are of cases 
diagnosed and treated by me and that the 
reports were prepared by me. 

I further pledge that in case the Board has 
occasion to revoke my certificate that I will 
return it to the Secretary without protest. 


Dated 


Requirements for Experienced Periodontists 


Prior to 1951, practitioners who for ten or 
more years have been recognized sufficiently by 
their confreres as highly proficient in perio- 
dontology, so as to have patients generally re- 
ferred to them for periodontal treatment, or 
who have for this length of time been teaching 


periodontology in dental colleges, and who 


have made well recognized literary and 
scientific contributions in the field of perio- 
dontology, may be considered by the Board to 
have satisfied the educational requirement 
Upon recommendation of the Board, the can 


didate may be accepted for examination. 


The Examinations 

\. Examinations will be held at such time 
and place as the judgment of the Board 
may dictate. Advance notice of an exami- 
nation will be given in THE JOURNAL OF 
THE AMERICAN DENTAL ASSOCIATION and 
in the Journal of Periodontology. 
A written examination shall be given to 
those whose case reports have been ap- 
proved. This shall be given simultaneously 
in many centers about the Country by 
members of the Board and by assistant ex- 
aminers who are trusted members of the 
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Academy of Periodontology and diplomates 
of the Board. The examination shall be 
initially prepared by the Chairman of the 
Examination Committee and sent for criti- 
cism and modification to other members 
of the Committee, after which the Chair- 
man will have copies made to be sent to 
all examiners where candidates are to be 
examined. One written examination shall 
be given each year. It shall have questions 
covering all subjects which the candidate 
should have studied in his postgraduate 
courses preparatory to certification. The 
written examination should require about 
four hours and should be so devised as to 
include a large number of questions and to 
test several kinds of mental ability. It shall 
demand a knowledge in the various sub- 
jects far in advance of that of the under- 
graduate curriculum. 


The examination answers shall be collected 
by the Chairman of the Examination Com- 
mittee and distributed for grading to mem- 
bers of the Board who, if possible, do not 
know the candidate and are far removed 
from him. In case the examiner is in doubt 
as to the passing quality of the examina- 
tion answers, they should be sent for grad- 
ing to a second examiner and, if necessary, 
a third. Unless the majority of those who 
grade the paper agree that it is of passing 
quality, it is rejected. 


. The oral clinical examination shall be 


given to those who have successfully passed 
the written examination. It may be con- 
ducted by two or more members of the 
Board in any one location or by one 
member of the Board acting with an assist- 
ant examiner who is a well known diplo- 
mate of the Board and member of the 
Academy of Periodontology. Arrangement 
for the examination is to be made in dental 
schools on patients selected by applicant. 
Cases selected should have oral roent- 
genograms and study casts prepared before- 
hand by the applicant so that oral diag- 
nosis and treatment planning may be done 
expeditiously and a bit of treatment may 
be completed. At the discretion of the 
Board, it may require the candidate to 
make an oral x-ray and clinical exami- 
nation, diagnosis, plan of treatment and 
prognosis before members of the Board on 
three or more cases selected by the Board 
and not previously seen by the candidate. 
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E. The Board members shall not be the same 


if possible who examine and grade the case 
reports, who grade the written examina- 
tions and who conduct the oral clinical ex- 
amination. Careful notes shall be made 
about the candidate at the time of the oral 
clinical examination as to various personal 
qualifications, appearance, neatness, frank- 
ness, punctuality, efficiency, etc., as well as 
professional attainments. A record of ques- 
tions and answers shall be kept for the 
consideration of the full Board should the 
doubtful status of a candidate demand 
such detailed consideration. 


F. Subjects of Examination 


Anatomy—Applied anatomy of the head 
and neck with special emphasis on de- 
velopment 
Microscopic anatomy of the teeth and jaws 
Physiology: Normal and pathologic physi- 
ology of bone 
Physiology of cells, capillaries and connec- 
tive tissues 
Nutrition and diet 
Pathology: Inflammation, degeneration, 
hyperemia, neoplastic changes 
Oral pathology 
Bacteriology: Oral mycology and para- 
sitology 
Medicine including endocrine relation- 
ships, allergic manifestations, chemo- 
therapy, and psychosomatic medicine 
Oral diagnosis including 
Treatment planning 
Case history taking 
Soft tissue lesions of the mouth 
Oral roentgenology 
Clinical pathological tests 
Dental practice administration 
Oral hygiene and physiology 
The causes and prevention of dental 
caries 

Oral physiology—saliva, mastication, 
speech, nutrition research in den- 
tistry 

Periodontology 
Treatments 
Public health aspects of periodontology 
Periodontal histology, pathology, physi- 

ology, symptomatology 
Occlusion and occlusal factors 
Periodontology researches 

Orthodontics as applied to periodontal 

cases 
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Restorative procedures applied to perio- 
dontia cases 

Passing Grade 

The passing grade in any subject is to be 

75%. If below 75% in any subject, the 

candidate will be conditioned in that sub- 

ject. 

Failures at Examination 

If a candidate fails in an examination, he 

may at any time within three years be ad- 

mitted to a second examination with addi- 

tional fee of $10.00. The Secretary shall 

notify each candidate of the result of his 

examination or of irregularities or defects 

on account of which the certificate has 

been deferred or refused. 
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Consideration of Candidates 

As to each application after adequate dis- 
cussion and conference upon the findings 
of the examiners, together with the report 
on case reports by the Committee on Ex- 
aminations, a vote shall be taken to decide 
whether the candidate shall be passed or 
conditioned or the application deferred or 
rejected. 


Appeal 


There shall be no appeal from the action 
or decision of the American Board of Perio- 
dontology in regard to any candidate for 
its certificate; the decision of the Board 


shall be final. 


REQUIREMENTS FOR CERTIFICATION BY 


THE AMERICAN BOARD OF PEDODONTICS 


Ralph L. Ireland, D.D.S., M.S., Lincoln, Neb. 


HE American Board of Pedodontics 

was organized by the American Soci- 

ety of Dentistry for Children in 1940. 
Articles of Incorporation were signed in 
1942, forming a nonprofit corporation 
under the provisions of Act 327 of the 
Public Acts of 1931, known as the Michi- 
gan General Corporation Act. 

lhe purposes of the American Board 
of Pedodontics are: “To encourage the 
study, improve the practice, elevate the 
standards and advance the science of 
Pedodontics; and thereby to 
cause of public health.” To fulfill these 
aims, the Board is empowered to issue 
to dentists duly licensed by law certifi- 
cates or recognition of special knowledge 
in pedodontics or dentistry for children 
and to suspend and revoke the same. 
These certifications do not confer legal 
qualification or license to practice den- 
tistry, nor are they issued under any gov- 
ernmental authority. 


serve the 


The American Board of Pedodontics 


The Board receives and acts upon 
applications from dentists for certifi- 
cates and receives payment of fees, the 
amounts of which are fixed by the Amer- 
ican Society of Dentistry for Children. 
It maintains and amends rules and stand- 
ards for the granting and revocation of 
certificates. 

It determines by examination the com- 
petence of dentists who apply for certifi- 
cates in the practice of dentistry for chil- 
dren. 

The American Board of Pedodontics 
is financed through sums of money ap- 
propriated from time to time by the 
American Society of Dentistry for Chil- 
dren to carry out the functions of the 
Board. Any fees paid for examinations 
or certificates belong to the American 
Society of Dentistry for Children. 

The American Board of Pedodontics 
consists of persons elected by the Ameri- 
can Society of Dentistry for Children. 
The term of membership is determined 
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by the bylaws of the American Society 
of Dentistry for Children. 

The American Board of Pedodontics 
will hold its first examination on Feb- 
ruary 11 and 12, 1949, at Northwestern 
University, School of Dentistry, Chicago. 


Qualifications 


An applicant to qualify for certification by 
the American Board of Pedodontics! must sat- 
isfy the requirements in the following sections: 
I, II or III, and IV. 


I. The applicant shall submit the follow- 
ing to the secretary of the board at 
least sixty (60) days prior to the date 
designated for the examination: 

A. An application form properly exe- 
cuted. 

B. A fee of One Hundred and Twen- 
ty-five Dollars ($125.00). 

C. A letter from the secretary of his 
local district dental society, or from 
other legally constituted authority 
in the United States, (Army, Navy, 
United States Public Health Serv- 
ice, or Veterans Administration), 
indicating: 

1. Satisfactory moral and ethical 
standing in the dental profes- 
sion. 

2. Citizenship in the United 
States. 

3. Graduation from a dental school 
accredited or otherwise recog- 
nized by the Council on Dental 
Education. 

4. Membership in the American 
Dental Association or the Na- 
tional Dental Association. 

. That he has a license to prac- 
tice dentistry and that such is 
issued by a legally constituted 
examining board, or by other 
legally constituted authority in 
the United States. 


II. The applicant must submit evidence 
that he has had the following profes- 
sional training and experience in the 
field of pedodontics: 

A. A period of study after graduation 
from a dental school of not less 
than two years in graduate or post- 
graduate courses, hospitals, clinics, 
or preceptorships under the direc- 
tion of certified specialists, recog- 


1. The practice or teaching of pedodontics implies 
the limitation of treatment to nine- 
teen years of age, and in general, to patients possessing 


a mixed dentition. The term “‘pedodontics,”’ as herein 
~_ refers to the general practice for children. 
Such practice may include the use of pedodontic 
me nee for the prevention or palliative treatment 


malocclusion. 
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nized by the American Board of 
Pedodontics and by the Council on 
Dental Education. Such study may 
be pursued wholly in a dental 
school giving graduate or post- 
graduate courses and may or may 
not lead to an advanced degree: 
it also may be pursued wholly in 
hospitals, clinics or preceptorships ; 
or it may be pursued partially in 
schools or preceptorships and par- 
tially in other types of institutions. 
One full academic year of grad- 
uate or postgraduate study will be 
considered as equivalent to a cal- 
endar year. Teaching or a fellow- 
ship in the field of the specialty 
may be considered in partial ful- 
fillment of this requirement. The 
character of this period of study 
will be determined by the board, 
subject to approval by the Council 
on Dental Education. 

B. In addition to the requirement set 
forth in II A, there shall be a 
period of not less than three (3) 
years, wherein the major interest 
has been directed to the practice 
or to the teaching of pedodontics. 


III. Waivers. 
A. The board may grant a waiver in 
the requirements listed in Section 
II, until January 1, 1951, provid- 
ed: 


1. The candidate submits evidence 

that for the past ten years: 

a. He has directed his interest 
primarily to the practice of 
pedodontics; or 

b. He has been identified in 
teaching primarily in the 
field of pedodontics; or 

c. He has made outstanding 
contributions to the science 
of pedodontics; or 

. The candidate submits evidence 

that he has been in the practice 

of dentistry for a period of ten 
years, and further, that for the 

past three (3) years he has lim- 

ited his practice primarily to 

pedodontics. 

B. The board may grant a waiver in 
the requirements set forth in Sec- 
tions II and IV (without exam- 
ination) only, to those who may 
be designated as its founder and 
charter members. The selection of 
charter and founder members will 
be limited to those dentists who 
can qualify according to the pro- 
visions set forth in Section III A. 


IV. Secure a satisfactory grade in the 
written, in the clinical, and/or oral 
examination as may be required by 


the board. 
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NEW COMPULSORY HEALTH INSURANCE BILL 


TO BE INTRODUCED INTO EIGHTY-FIRST CONGRESS 


or the past fifteen years proponents of compulsory health insurance have labored 
strenuously but unsuccessfully for their objective. During that period at least 
four major health insurance bills were introduced but failed to pass in Congress. 
A new bill, now being drafted, is scheduled to be introduced early in the Eighty-first 
Congress where it undoubtedly will be given priority consideration. It is too early 
to forecast the disposition of the bill, but the facts remain that it will be considered 
by a Congress that is strongly pro-administration and that the President favors com- 
pulsory health insurance in principle. 

The American Dental Association has opposed consistently all national compul- 
sory health legislation as being inimical to the best dental health interests of the 
public. Such legislation would create another huge governmental agency with costly 
and complex administration, it would involve the dentist in extensive record- 
keeping which would reduce his time for health service to the public and it would 
abrogate the traditional rights of states and communities to select the health programs 
best suited to meet their individual needs. Previous compulsory health bills con- 
tained many of the same errors of omission and commission found in compulsory 
health insurance laws in Germany and Britain. Dental provisions in Germany’s 
health insurance laws were so inadequate that they resulted in a rapid deterioration 
of professional standards and in the development of two grades of dentists: the 
zahnarzt, or graduate dentist, and the dentistin, or dental mechanic. 

Britain’s present dental dilemma offers an even more striking example of poorly 
conceived health legislation which neither provides adequately for the dental needs 
of adults nor contains ample provisions for children’s dental care. After four months 
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of experience with their new health insurance program the British Dental Associa- 
tion concluded, “It is, at best, a repair service for the middle-aged and elderly with 
a priority service for the young which is woefully incomplete.”* It is reported that 
the dental service now rendered children in Great Britain is even less satisfactory 
than the modest service rendered prior to the adoption of the Health Insurance Act. 
The British Dental Association has requested that government authorities consider 
this urgent need and amend the act “so as to include ample provisions for dental 
treatment for the young even if this be at the expense of the general dental service.’’* 

Britain’s predicament strengthens the contention of the American Dental Asso- 
ciation that the dental aspect of a national health program must be based upon 
research, education and dentistry for children. The Council on Legislation of the 
Association will form its conclusions of the proposed health insurance legislation 
and act accordingly. The public and the profession can be assured that the entire 
resources of the Association will be employed to prevent the United States from 
being encumbered with the type of dental program that now embarrasses Great 
Britain. 


*News from Great Britain. ].A.D.A. 37:71: (December) 1948. 


MEMBERSHIP IN THE ASSOCIATION 


SHOULD BE RENEWED IN JANUARY 


bership in the /..«ociation because it permits an exchange of views and ideas 

at local, state aud national meetings; others, because it enables them to con- 
tribute to the advancement of dentistry through the presentation of clinics and 
scientific articles. Most dentists appreciate membership in the Association because 
it provides them, through its publications, with the jatest information on scientific 
developments, accepted dental remedies, certified dental materials and social prob- 
lems affecting the profession. Some prize membership because it enables them to 
obtain inexpensive life and liability insurance. Others, because the Association is 
constantly elevating the standards of the profession by improving education and 
licensure, encouraging research, educating the public, waging incessant war on 
quacks and charlatans and strengthening dental legislation. 

These and other services authorized by the House of Delegates help to improve 
public health and advance the status of dentistry. Members depend on the Asso- 
ciation for these services and the Association must depend on members for funds 
to finance them. The main source of Association funds is membership dues, which 
have been increased this year by the House of Delegates from six to twelve dollars 
to help meet inflationary prices. Association dues for the current year are payable 
January 1 and members are urged to keep their membership in good standing, as 
continuous membership is the backbone of the Association. 


[Wfersio means different things to different people. Some dentists value mem- 
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Reed O. Dingman 


REED O. DINGMAN NAMED EDITOR 


OF JOURNAL OF ORAL SURGERY 


EGINNING January I, a new editor assumes charge of the Journal of Oral Surgery. 

Reed O. Dingman, associate professor of oral surgery at the University of 

Michigan, has been appointed by the Board of Trustees to succeed Carl W. 
Waldron, who has resigned after six years as editor. 

Dr. Dingman brings to the editorial department of the Association many years 
of intensive training and practical experience in oral surgery. He was educated at 
the University of Michigan, where he received his A.B. degree in 1928, his dental 
degree in 1931, his master of science degree in 1932 and his medical degree in 
1936. In the fall of 1940 he became assistant professor of oral surgery at the Uni- 
versity of Michigan, and in 1943 he was elevated to the position of associate professor 
in that department. His membership and wide acquaintance in the American 
Society of Oral Surgeons, the American Association of Maxillofacial Surgeons 
and the American Society of Plastic and Reconstructive Surgery keeps him in close 
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touch with the readers and writers in those fields. These qualifications plus his 
extensive contributions to the literature on oral, maxillofacial and plastic surgery 
have prepared him well for his new responsibility. 

The dental profession can anticipate that the Journal of Oral Surgery, under 
the direction of Dr. Dingman and his editorial board, will continue to maintain 
and, if possible, excel the high standards developed by Dr. Waldron and his asso- 
ciates. During its first six years of existence the Journal of Oral Surgery has estab- 
lished a firm place for itself in dental and surgical literature. It has supplied an 
urgent need and justified the Association’s decision to publish a periodical devoted 
exclusively to oral surgery, the oldest specialty of dentistry. 

In committing the responsibilities of editorship to Dr. Dingman, Dr. Waldron 
does not dissociate himself entirely from the Journal of Oral Surgery, as he con- 
tinues to serve on the editorial board where his counsel and past experience will 
prove invaluable. 


SPECIALTIES IN DENTISTRY: 


THEIR REQUIREMENTS AND PHILOSOPHIES 


oRE than one hundred years elapsed between the establishment of dentistry as 

a profession and the formal recognition of its various branches. During that 

period dental science improved to such an extent that the development of 
specialties was inevitable. Consideration was first given by the Council on Dental 
Education to the status of dental specialties in December 1940. In October 1941 
the Council defined a specialist in dentistry as a graduate dentist who, through 
approved advanced study and the practice of a particular branch of dentistry, 
has attained expert knowledge and skill in the special field. The Council further 
recommended that specialists in dentistry be certified by the respective specialty 
boards, subject to requirements prescribed by the Council. Subsequently the Council 
on Dental Education, working in cooperation with the leaders in the specialty 
fields, established a set of standards and requirements applicable to all specialty 
boards, which was ratified by the House of Delegates at the Boston meeting in 1947. 

Five areas of specialization are now recognized by the Council on Dental Edu- 
cation, and the American Boards of Oral Surgery, Pedodontics, Periodontology 
and Prosthodontics have been approved. The requirements and philosophies of 
three* of the specialty boards, presented at the Fourth (1948) Congress on Dental 
Education, are published in this issue of THE JOURNAL. 

As the science of dentistry advances and the demands for better service increase, 
the role of the specialist will become even more important. In fact, the advance- 
ment of general dentistry depends largely upon the contributions and research of 
the specialist. The Council on Dental Education, working in close cooperation with 
the Advisory Board for Dental Specialties, the schools and examining boards, has 
laid a foundation for future development. Only through the continued close 
cooperation of these key groups can future improvement in dental science be assured. 


*The requirements of the American Board of Oral Surgery were published in J:A.D.A. 34:548 (April 15) 1947. 


THE NATIONAL SCENE 


from the Journal's Washington Correspondent 


The new year finds a new Congress 
organized by its Democratic majority 
and ready to confront a formidable pro- 
gram. Even if the Russian question re- 
mains this side of a crisis stage, the cal- 
endar of prospective domestic legislation 
will be of heroic proportions. How far 
and how fast such measures as anti-in- 
flation, civil rights, low cost housing and 
labor control will go depends largely 
upon changes in the complexion of the 
international picture. 

Barring, then, intensification of the 
“cold war,” it seems highly probable 
that one of the high-priority requests 
which President Truman will make in 
his first message to the 81st Congress 
the first week in January will call for 
establishment of a Department of Human 
Resources. And the chances are very 
good that the lawmakers will grant the 
favor. In effect, the Department of 
Human Resources would simply be a 
new name for the Federal Security 
Agency, headed by Oscar R. Ewing. But 
the changeover—with Ewing in the Pres- 
ident’s Cabinet as a Secretary and the 
new Federal body clothed with the pres- 
tige of department status—would im- 
measurably strengthen the authority of 
the government’s top operating agency 
in public health, medical, educational 
and welfare Further, it 
would mark an advance in the adminis- 
adoption of 


social affairs. 


tration’s crusade toward 


federal compulsory health insurance 
A New Health Department 


The President, Mr. Ewing, Sen. James 
E. Murray (D., Mont.) and other par- 
tisans of national health insurance, while 


confident that its enactment in 1949 or 


1950 is possible, fully appreciate that a 
bitter struggle lies ahead. On the other 
hand, the proposal to give Federal Se- 
curity Agency department status is rela- 
tively non-controversial. Even Dewey, in 
his campaign, said he would ask to have 
health, education and welfare elevated 
to Cabinet level if he were elected Pres- 
ident. Indeed, it is quite conceivable 
that the Department of Human Re- 
sources—that is the name favored by Mr. 
Ewing—will be established by Inaugu- 
ration Day. 

Such an event would constitute a vic- 
tory for supporters of national health 
insurance by raising Mr. Ewing’s stature 
in his appearances before Congressional 
committees conducting hearings on Mur- 
ray-Wagner-Dingell legislation, and pro- 
viding him with greater opportunities 
to carry his campaign to the people via 
press, radio and other public relations 
media. It is interesting to note that in 
the numerous speeches made in the last 
few months by the F.S.A. director, he 
has steered clear of arguments in support 
of the new department’s establishment. 
Rather, emphasis has been placed con- 
sistently upon the health insurance issue 
The reason is that Ewing is confident 
that he will become the nation’s first 
Secretary of Human Resources without 
great opposition. With regard to the 
other, however, he appreciates that Mur- 
ray-Wagner-Dingell legislation is not 
a surety, that there must be many 
speeches and radio talks for the purpose 
of marshalling grass roots support. 

If the new department is established, 
administration efforts toward health in- 
surance will be redoubled. If the bill is 


pigeonholed, as was the case in the 80th 
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Congress, one may expect the campaign 
for Murray-Wagner-Dingell legislation 
to be retarded but not killed by any 


means. 


The Hoover Commission Report 


Fuel for discussion for months to come 
is provided by the Eberstadt Committee’s 
report to the Hoover Commission on the 
National Security Organization. Its rec- 
ommendations include: 

Surrender of Army, Navy and veter- 
ans’ hospitals to administration by a sepa- 
rate Federal agency, such as the proposed 
Department of Human Resources. 

Congressional study of the feasibility 
of national service legislation by which 
the government would prescribe certain 
duties for every man and woman in event 
of national emergency. 

Greater independence for the office 
of the Army Surgeon General, which 
would be freed from its present subservi- 
ence to the Director of Logistics. 

Amendment of the Selective Service 
Act so as to bring within draft range 
those former ASTP and V-12 medical 
and dental students who saw little or 
no active duty in uniform. 

Establishment of a separate medical 
department for the Air Force. 

Investigation of the practicability of 
setting up a system of “federal health 
insurance” for coverage of dependents 
of armed service personnel, thus reliev- 
ing military hospitals of a large part of 
their present load. 

The Hoover Commission (Commission 
on Organization of the Executive Branch 
of the Government) emphasized that it 
does not necessarily agree with the Eber- 
stadt Committee’s findings. It is regarded 
as likely, however, that most—if not all 
—of the conclusions and recommenda- 
tions will be included in the Commis- 
sion’s final report when it is submitted 
to Congress for action in mid-January. 
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V.A. Appoints Advisors 


Appointment of a Dental Advisory 
Council to the Veterans Administration 
was announced late in December. Its 
establishment is the latest of innovations 
introduced by Dr. Bion R. East, chief 
of VA’s dental serivce, since he assumed 
the Federal post last summer. Five mem- 
bers of the Council have been named 
and two more are expected to be desig- 
nated before its first meeting is held, 
probably in February. The appointees 
are: 


Dr. Paul H. Jeserich, director of W. K. 
Kellogg Foundation Institute and pro- 
fessor of operative dentistry and director 
of operative clinics, University of Michi- 
gan. 

Dr. Alfred LeRoy Johnson, formerly 
associate dean of the faculty of medicine 
and professor of clinical dentistry, Har- 
vard University. 

Dr. Russell A. Dixon, dean of Howard 
University Dental School. 

Dr. Harold Carpenter Hodge, profes- 
sor of pharmacology and toxicology, Uni- 
versity of Rochester. 

Dr. Hugo M. Kulstad, director of the 
Bureau of Dental Health in the Califor- 
nia State Department of Public Health. 


Change in Advisory Council Announced 


Surgeon General Leonard Scheele, of 
the U. S. Public Health Service, an- 
nounced late last month that Hazel Hal- 
loran, director of social work at St. 
Vincent’s Hospital, New York, would re- 
place Harriet Bartlett, social worker from 
Simmons College, Boston, on the Na- 
tional Advisory Dental Research Coun- 
cil. Miss Bartlett had to withdraw from 
the group after her appointment. The 


Council is scheduled to hold its first 
meeting in Washington, D. C., on 
Jan. 10. 
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HEALTH PROFESSIONS REITERATE STAND ON 
COMPULSORY HEALTH ISSUE AS CONGRESS CONVENES 


With the 81st Congress set to convene 
this month and with the statements of 
Sen. James E. Murray (D., Mont.) and 
President Truman that compulsory health 
legislation will be introduced early in the 
session, dentistry, medicine and the allied 
professions have again voiced their op- 
position to President Truman’s proposal 
for a nation-wide system of federal com- 
pulsory health insurance. 


Clyde E. Minges, president of the 
A.D.A., told the 24th annual Greater 
New York Dental Meeting last month 
that the Association is opposed to the 
Truman program on scientific rather 
than political grounds. In addition, the 
Councils on Dental Health and Legisla- 
tion, the Bureau of Public Information 
and other A.D.A. agencies have an- 
nounced that material for nation-wide 
distribution is being prepared to dissem- 
inate facts and correct misleading infor- 
mation. 

Dr. Minges stated in his New York 
address that “the Association long has 
recognized the legitimate objective of the 
federal government in health problems 
but it consistently has opposed the meth- 
od of compulsory health insurance. 

“The level of dental science, dental 
education and dental health in the 
United States is demonstrably higher 
than that of any other country of the 
world. These recognized advances can 
be seriously impaired by any federal pro- 
gram which does not recognize a realistic 
and scientific approach to the problems 
of dental disease.” 


Pointing out that merely enacting a 
compulsory health insurance law will 
not provide a health “Utopia,” Dr. 
Minges added that while an administra- 
tive framework and money might be pro- 
vided by such a measure, there still re- 


mains a shortage of “physicians, dentists, 
hospitals, clinics and other necessary per- 
sonnel and facilities” which the bill can- 
not resolve. 

Turning to the plight of compulsory 
health programs elsewhere he. said: 
“Current experience with a comprehen- 
sive dental program in Great Britain 
cannot be fully estimated. But it is safe 
to guess that the program will do little 
more than disperse already limited den- 
tal resources on a program that will bring 
little or no advance in that nation’s total 
dental health. It is providing emergency 
dental care for adults with little or no 
attention toward prevention and control 
of dental disease in children. . . .” 

The dental profession, he said, believes 
firmly in the need for a scientific and 
practical program to extend dental health 
to a greater number of people, particu- 
larly children. He added that the Asso- 
ciation has proposed a three point pro- 
gram to reach the goal of better dental 
health for all. The program calls for 
(1) expanded dental research to find 
new means of prevention and control of 
dental diseases, (2) increased dental edu- 
cation for both adults and children and 
(3) development of community programs 
to make dental care available to all chil- 
dren. The first point in the program was 
advanced in 1948 with the establishment 
of the National Dental Research Insti- 
tute on a par with the several medical 
research institutes, but Dr. Minges stated 
that sufficient funds have not been pro- 
vided to place the new Institute in oper- 
ation. 

By concentrating on children’s dental 
needs, he said, a higher level of dental 
health for the entire population can be 
achieved. 

“It is the opinion of dental authori- 


ties,” he said, “that in public dental 
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health programs the most efficient use of 
available dental services would be to de- 
vote all needed attention to dental dis- 
ease in children and to provide addi- 
tionally as much service as possible for 
adults.” 


A.D.A.'s Recommendation 


Dr. Minges reemphasized the A.D.A.’s 
long standing recommendation for a 
federal department of health, separate 
from the social security and educational 
activities of the government, and con- 
cerned solely with matters of health. This 
department should have cabinet status, 
he said, and urged that the secretary of 
such a department be a graduate of medi- 
cine with the first assistant secretary a 
graduate of dentistry. 

The Council on Legislation, headed 
by Carl O. Flagstad, is busying itself with 
the task of integrating much of the testi- 
mony given at hearings in the past on 
compulsory health legislation, including 
both the Murray-Wagner-Dingell series 
of bills and the Taft bill. 

In an effort to prepare the A.D.A. 
membership for the battle which is ex- 
pected to open with the introduction of 
a new compulsory health insurance bill, 
Dr. Flagstad warned dentists throughout 
the nation against a defeatist attitude. 

He stated in a letter to members and 
consultants of the Council on Legisla- 
tion: “The results of the election unfor- 
tunately have engendered a spirit of de- 
featism among the profession regarding 
the ability to prevent enactment of com- 
pulsory health insurance legislation. 

“This attitude is detrimental to the 
success of our cause and is not warranted 
on the basis of past experience with this 
type of legislation. 

“The opposition of the health profes- 
sions to the compulsory health insurance 
bills during the ten years in which they 
have been before Congress has had a 
wholesome effect upon the Congressmen. 
Every succeeding bill which has been 
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introduced has shown beneficial results 
from the health profession’s criticisms of 
such a system. Although the administra- 
tion has indicated it favors the enactment 
of this legislation, many of the Congress- 
men in both parties are vigorously op- 
posed to it. They will not accept the 
philosophy of regimentation and, also, 
they believe the health professions are the 
rightful guardians of the people’s health 
welfare and, therefore, will listen to 
counsel from the professions. 

“It undoubtedly will be rough going 
in the 81st session (of Congress) on this 
legislation but our cause is far from lost 
and now is the time to show true fighting 
spirit. May I urge you to spread this mes- 
sage of encouragement among members 
in your district.” 

It is too early to tell just which Con- 
gressmen are for or against compulsory 
health insurance. However, the two den- 
tist members of Congress, Rep. Walter 
E. Brehm (R., Ohio) and Sen. Lester C. 
Hunt (D., Wyo.), are on record as be- 
ing definitely opposed to “socialized 
medicine and dentistry.” 

Rep. Brehm, instrumental in getting 
the Dental Research Act through the last 
Congress, repeatedly has recorded his 
opposition to compulsory health insur- 
ance, while Sen. Hunt, twice governor of 
Wyoming, recently stated in a letter to 
THE JOURNAL that he will “assist in every 
way possible for an expanded health pro- 
gram on the part of the United States 
Public Health Service, but I will oppose 
strenuously any program of socialized 
medicine or dentistry.” 


A.M.A. Opposition 


Meanwhile, delegates of the American 
Medical Association, meeting in Interim 
Session at St. Louis last month, voted a 
$25 assessment against the Association’s 
140,000 members for an “educational 
campaign” designed to give the public a 
clear picture of what compulsory health 
insurance could and could not do for 
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public health. The assessment should 
raise $3,500,000. 

The A.M.A. stated the money would 
be spent on a “nation-wide plan of edu- 
cation on the progress of American medi- 
cine, the importance of the conservation 
of health and the advantages of the 
American system in securing a wide dis- 
tribution of a high quality of medical 
care.” 

In another statement released during 
the meeting, Social Security Administra- 
tor Oscar Ewing’s recent report on the 
nation’s health which urged establish- 
ment of federal compulsory health in- 
surance was scored as “a complete de- 
parture” from the conclusions of the 800 
leaders in health, agriculture, industry 
and welfare who attended the National 
Health Assembly called by Mr. Ewing. 

A.M.A.’s House of Delegates adopted 
a statement of policy which reaffirms the 
Association’s belief in the application of 
the principle of medical care insurance 
on a voluntary basis. The statement adds 
that the A.M.A. has encouraged and as- 
sisted the development of voluntary pre- 
payment plans and that coverage now is 
being extended to an ever increasing pro- 
portion of the nation’s population. 

In connection with voluntary pre-pay- 
ment health insurance, the Association re- 
jected a joint proposal offered by Blue 
Cross and Blue Shield Plans which called 
for those two agencies to set up a national 
insurance organization. Blue Cross fur- 
nishes hospitalization while Blue Shield 
pays for physicians’ services. Sponsors of 
the two plans announced, however, that 
despite the A.M.A.’s action, they would 
pursue their plans to set up a nation-wide 
non-profit insurance company to combat 
federal compulsory insurance plans. 

Industry for the most part has lined 
up against the Truman administration 
and is expected to aid in the battle 
against compulsory health insurance. The 
American Pharmaceutical Manufactur- 
ers’ Association, meeting at New York 
last month, listened to Ernest E. Irons, 
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president-elect of the A.M.A., berate the 
administration’s announced plans on 
health insurance, in addition to hearing 
members of their own Association attack 
administration efforts to “socialize” 
America’s health services. 


DEFENSE MEDICAL ADVISORY 
COMMITTEE HAS ONE DENTIST 


The appointment of Walter H. Scherer, 
of Houston, Texas, as a member of the 
new civilian Medical Advisory Commit- 
tee for national defense was announced 
recently by Secretary of Defense James 
Forrestal. He also disclosed the names 
of the Committee’s 12 other members all 
but one of whom are physicians. 

Members other than Dr. Scherer are: 
Charles Cooper, a layman and president 
of the Board of Directors of New York’s 
Presbyterian Hospital; Edward D. 
Churchill, of Harvard University; Mau- 
rice Pincoff, of the University of Mary- 
land; Howard A. Rusk, of New York 
University; Paul R. Hawley, head of 
Blue Cross Plan; R. L. Meiling, of the 
American Medical Association; Ray Al- 
len, Seattle, Wash.; M. A. DeBakey, of 
Baylor University; Paul Titus, of Pitts- 
burgh and the medical heads of the 
Army, Navy and Air Force. 

The new Committee was created to 
coordinate the professions’ role in the 
nation’s defense planning and its estab- 
lishment rules out the possibility of estab- 
lishing a separate dental advisory com- 
mittee as requested by the A.D.A.’s House 
of Delegates. 


A.D.A. COMMITTEE MEETS 
WITH SECRETARY OF DEFENSE 


Two major issues, parity of adminis- 
tration for the Army Dental Corps with 
the Medical Corps and dentist represen- 
tation on the recently appointed National 
Defense Medical Advisory Committee, 
were discussed recently with Secretary 
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of Defense James Forrestal by a special 
A.D.A. committee led by President Clyde 
E. Minges. The group also learned at the 
meeting that the Army is preparing a 
sweeping reorganization of all its services. 

Dr. Minges told Mr. Forrestal in in- 
troductory remarks that the A.D.A. was 
only seeking to have dentists granted the 
same recognition by the Army that they 
have earned for themselves in civilian 
life. A letter was presented stating the 
Association’s position. It asked parity of 
administration for dental officers with 
medical officers under one surgeon gen- 
eral. 

The letter also stated that while the 
Army did change its regulations to per- 
mit a measure of administrative parity 
to the Dental Corps last September, those 
regulations were subject to change so 
long as they were without legal backing. 

Carl O. Flagstad, chairman of the 
Council on Legislation, told Mr. For- 
restal that the A.D.A. is preparing legis- 
lation for introduction into this session 
of Congress which, if enacted, would as- 
sure the Dental Corps of having equal 
footing in administrative matters with the 
Medical Corps. The nature of the bill 
being written was explained and he then 
asked the Secretary of Defense (1) to 
sponsor legislation to grant the adminis- 
trative parity or (2) to report favorably 
to Congress on such legislation when it is 
introduced or (3) to refrain from oppos- 
ing it. 

A group of Army representatives led 
by Acting Secretary of War W. H. 
Draper informed the A.D.A. committee- 
men that in their opinion the revised 
Army regulations were working out satis- 
factorily and that the Army presently is 
studying legislation designed to reorgan- 
ize the entire Army. 

Documentary evidence citing com- 
plaints of dental officers who had served 
in World War II were presented by the 
committee in support of the A.D.A. state- 
ments. This and the other material was 
referred to the Army representatives for 
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study by Mr. Forrestal with the request 
that they report their findings to him. 

The A.D.A. group also presented to 
the Secretary of Defense the views of the 
House of Delegates calling for establish- 
ment of a five-man dental advisory board 
to deal with dental manpower problems 
in the national defense program. It was 
pointed out that the present Medical 
Advisory Committee has only one den- 
tist member. A request was made for the 
addition of one civilian dentist and the 
dental heads of the Army, Navy and Air 
Force to that group. Mr. Forrestal said 
that he would consider the request and 
indicated that favorable action would be 
taken. 

Members of the A.D.A. committee in 
addition to Drs. Minges and Flagstad 
were: R. H. Friedrich, chairman of the 
Council on Federal] Government Dental 
Corps; William McGill Burns, A.D.A. 
trustee; C. Willard Camalier, assistant 
secretary and Francis J. Garvey, secre- 
tary of the Council on Legislation. 


BOARD OF ORAL PATHOLOGY 
ORGANIZED BY ACADEMY 


Formation of the American Board of 
Oral Pathology has been announced by 
Lt. Col. Joseph L. Bernier, secretary- 
treasurer of the Board. The sponsoring 
agency is the American Academy of Oral 
Pathology. 

Other members of the Board are: Les- 
ter Cahn, New York, president and Ham- 
ilton B. G. Robinson, Columbus, O., vice- 
president. The board of directors consists 
of Kurt H. Thoma, Boston, Paul E. 
Boyle, Philadelphia, Donald A. Kerr, 
Ann Arbor, Mich., and Henry Goldman, 
Boston. 

Detailed information as to eligibility 
for certification may be secured by writ- 
ing Col. Bernier, Army Institute of Pa- 
thology, Washington 25, D. C. The first 
examination will be conducted next 
autumn. 


Contributions to the A.D.A. Relief 
Fund at the end of the second accounting 
period, Nov. 15-30, totaled $24,650, or 
about a fourth of the national goal of 
$100,000. Returns for the first half of 
December, while not complete, are fewer 
in number than during the last period. 

More than two thirds of the A.D.A. 
members have not yet contributed to the 
Relief Fund, according to John S. 
Owens, chairman of the Council on 
Relief, and he is making a new appeal 
for support. He said that rising costs 
make additional funds necessary to pro- 
vide aid to dentists and their families in 
need of financial assistance. 

The assistance of and district 
society officers has asked in the 
effort to meet the Relief Fund’s $100,000 
goal and Dr. Owens has pointed out that 
half of each contribution goes to the 
A.D.A. Relief Fund and the other half 
is returned to the relief fund of the state 
society of which the donor is a member. 

Up to Nov. 30, North Dakota State 
Dental Association led all other states 
societies in meeting its quota. Dentists 
in that state contributed $353, or 117 
per cent of its quota of $300. The Ari- 
zona State Dental Society followed with 
40 per cent of its quota accounted for. 

Contributions by constituent societies 


state 
been 


follow: 


1948-49 To Dec. | 

Quotas Contributions 
Alabama 800.00 $ 313.00 
Arizona 200.00 80.00 
Arkansas 400.00 111.50 
Army 400.00 39.50 
California 3,550.00 1,129.92 
Southern California 1,505.50 
Colorado* TTT 900.00 


4, 190.00 
31.00 
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A.D.A. RELIEF FUND CONTRIBUTIONS 
REACH FOURTH OF $100,000 GOAL 


Connecticut 
Delaware 


District of Columbia 


Florida 
Georgia 
Hawaii 
Idaho 
Illinois 
Indiana 
Iowa 
Kansas 


Maryland 
Massachusetts 
Michigan 
Minnesota 
Mississippi 
Missouri 
Montana 


Nevada 

New Hampshire 
New Jerscy 
New Mexico 
New York 
North Carolina 
North Dakota 


Oregon 


Panama Canal Zone 


Pennsylvania 


Pub. Health Service 


Rhode Island 
South Carolina 
South Dakota 


Tennessee 


Vet. Administration 


Virginia 
Washington 


1,950 


100. 


900 


1,100 


1,000. 


300 
200 


7.710 


2,450. 


1,950. 


1,160 


1,120. 
1,030. 

500. 
1,020. 
3,800. 
3,900. 
3,140. 

500. 
2,690. 

400. 


500 


1,180. 


oo 
0o 
00 
00 
oo 
00 
0o 
oo 
0o 
oo 
oo 
0o 


00 


100, 


300. 
4,170. 

200. 
5,830. 
1,150. 


300 
4,860 


.0O 


5.00 


30 
7,520 


200 


600. 
500. 


400. 


1,120 


00 


00 


oo 


00 


0o 


0o 


2,g00. 
500. 
200. 


900 
1,100 


1,040 


717.00 
39.00 
282.00 
341.00 
263.50 
63.00 
54.00 
2,445.00 
704.00 
4602.00 
348.27 
148.00 
180.50 
131.00 
213.00 
538.00 
919.00 


533-50 


126 
| 

Kentucky 
Louisiana .. 
Maine 
703 50 
176.10 
837.00 
bee 98 
Navy ... 50.00 
Nebraska 67.00 
19.1 
72 ¢ 
00 1,062.5 
00 49.0 
I oo 3,247.38 
00 208.00 
eee 353.00 
1,258.00 
Oklahoma mm 285.00 
00.00 
1.689.50 
— 
. 107.0 
69.00 
= 245.50 
Texas oo 699.50 
Vermont 00 
nae 
= 


News of Dentistry 


West Virginia .... 800.00 185.00 
Wisconsin ....... 3,070.00 584.00 
Wyoming ........ 200.00 45.00 


*Contributions of Colorado dentists which are made 
through the Colorado State Dental Society have not 
yet been reported. 


NEW A.D.A. COUNCIL MEMBERS 
NAMED BY PRESIDENT MINGES 


Two ad-interim Council appointments 
were made last month by A.D.A. Presi- 
dent Clyde E. Minges to fill vacancies 
left by resignations of members on the 
Councils on Federal Government Dental 
Corps and Legislation. 

E. H. Bollwerk, St. Louis, was ap- 
pointed to succeed John Voyles, also of 
St. Louis, on the Council on Federal 
Government Dental Corps. Dr. Voyles, a 
dental consultant to the Veterans Ad- 
ministration, resigned because of a pos- 
sible “conflict of interests.” 

Dr. Bollwerk’s appointment was made 
during the Mid-Continent Dental Con- 
gress at St. Louis. He is a veteran of 
World War II and is immediate past- 
president of the National Dental Veter- 
ans League and is presently chairman of 
the Missouri State Dental Association 
military affairs committee. 

Dr. Minges also appointed W. D. Mc- 
Clelland, Pittsburgh, to succeed M. P. 
Eaton, of Philadelphia, as a member of 
the Council on Legislation. Dr. Eaton 
resigned because of illness. 

Dr. McClelland specializes in oral sur- 
gery and is a past-president of the Tenth 
District Dental Society of the Pennsyl- 
vania State Dental Socicty. He also has 
served as a county coroner. 

Other changes in Council personnel 
included the resignation of Bert L. 
Hooper, of Lincoln, Neb., from the Coun- 
cil on Dental Education and the death of 
J. P. Justin, of Milwaukee, who was a 
member of the Council on Insurance. 


Dr. Hooper resigned because of illness 
and an ad-interim replacement cannot be 
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named since he represents the American 
Association of Dental Schools on the 
Council. Dr. Justin’s successor has not 
yet been named. 

In addition, the Council on Relief 
announced the election of L. H. Jacob, 
of Peoria, Ill., as secretary and the Coun- 
cil on Insurance elected Paul W. Zill- 
mann, of Buffalo, N. Y., as secretary. 


A.D.A. TO MAKE DENTAL 
HEALTH RECORDS AVAILABLE 


The A.D.A. has announced that orders 
are being taken for future delivery on a 
series of recordings on dental health 
made by such prominent stars of radio 
and the screen as Bob Hope, Amos and 
Andy, Bing Crosby, Robert Taylor, Cor- 
nell Wilde and Tony Martin. The record- 
ings were made through the efforts of 
the Southern California State Dental 
Association. 

Emphasizing the importance of dental 
care and the restriction of sugar in the 
diet, the recordings are especially useful 
as teaching aids in schools and as intro- 
ductory messages in programs for par- 
ents, teachers and community groups. 
They cannot, however, be used for radio 
broadcasting. 

Four booklets containing graded teach- 
ing material for use in schoolroom teach- 
ing will be included in each album and 
the entire unit will sell for $15, shipping 
charges prepaid. 


A.D.A. JOURNAL INDEX 
AVAILABLE BY MID-JANUARY 


The semi-annual index for THE jourR- 
NAL covering the six months from July 
to December, 1948, will be available 
about the middle of this month, accord- 
ing to Martha M. Mann, head of the 
A.D.A.’s indexing service. It will be sent 
to any subscriber on request and with- 
out charge. 
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A.D.A. MEMBERSHIP RENEWAL 
URGED; REPORT YEAR'S TOTAL 


Following closely the announcement by 
H. C. Jarvis, chairman of the Council on 
Membership, urging all A.D.A. members 
to renew their membership by Jan. 1, the 
Association’s membership department 
disclosed that the A.D.A., on Nov. 30, 
had a total of 71,826 members. 

Total members, the 


report 


active 


shows, was 65,994 which left 3,379 stu- 
dent members, 2,147 life members and 


306 affiliate members. Active, student 
and affiliate members pay dues. 

Dr. Jarvis has renewed his appeal to 
members to get their dues in since they 
must be paid up to receive THE JOURNAL 
and other Association benefits. 

A breakdown of the membership, as 


given in the report, follows: 


AMERICAN DENTAL ASSOCIATION 
MEMBERSHIP 


November 30, 1948 
Alabama 

Arizona 

Arkansas 

Army 

California 
Southern California 
Colorado 
Connecticut 
Delaware 
District of Columbia 
Florida 

Georgia 

Hawaii 

Idaho 

Illinois 

Indiana 

Iowa 

Kansas 

Kentucky 

Louisiana 

Maine 

Maryland 
Massachusetts 
Michigan 


Minnesota 2,000 
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Mississippi 
Missouri 
Montana 
Navy 
Nebraska 


New Hampshire 
New Jersey 
New Mexico 
New York 
North 


Carolina 


Oregon 

Panama Canal Zone 
Pennsylvania 

Public Health Service 
Puerto Rico 

Rhode Island 

South Carolina 

South Dakota .. 
Tennessee 

Texas 


Veterans Administration 
Virginia 

Washington 

West Virginia 
Wisconsin 

Wyoming 


Total Active Members 


Student Members 
Baylor University 
College of Physicians and Surgeons . 
Columbia University 
Creighton University 
Emory University 
Georgetown University 
Harvard School of Dental Medicine... 
Howard University 
Indiana University 
Loyola University (Chicago) 
Loyola University (New Orleans 
Marquette University 
Medical College of Virginia 
Meharry Medical College 
New York University 
Northwestern University 
Ohio State University 
St. Louis University... . 


» 
64 
204 
» 
13 
10,494 
es 700 
North Dakota ... 224 
Oklahoma 595 
758 
15 
4,995 
I25 
206 
» ‘ 360 
208 
235 
1.908 
133 
648 
724 
1,088 
> 
539 
162 
2,017 
307 
2.3238 
65,994 
2,749 
502 
1,275 8 
165 14 
Q 
6732 19 
220 142 
160 2 
7 
1.010 
1.276 214 
705 
7260 
686 114 
324 
673 { 
2.506 74 
3 
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State University of Iowa ........... 47 
Temple University 277 
2 
University of Buffalo ............... 59 
University of California ............ 15 
University of Detroit ............... go 
University of Illinois ............... 2 
University of Kansas City ........... 128 
University of Louisville .......... 126 


University of Maryland ............. 94 
University of Michigan 

University of Minnesota 
University of Nebraska .. 
University of Oregon ............... 196 


University of Pennsylvania .......... 201 
University of Pittsburgh ............ 84 
University of Southern California .... 135 
University of Tennessee ....... 107 
105 
University of Washington .......... 10 
Washington University............. 16 
Western Reserve University......... 145 

Total Student Members ........ 3,379 

Affiliate Members ............. 306 

2,147 
TOTAL All Members .............. 71,826 


STUDENT MEMBER CAMPAIGN 
TOPS 1948 ENROLMENT 


Mid-December returns on the A.D.A.’s 
student membership campaign from 30 of 
the nation’s 39 approved dental schools 
placed the total at 313 members over last 
year’s total of 3,379. This indicates that 
the 1949 student membership may nearly 
double that of 1948, according to Louis 
M. Cruttenden, assistant secretary of the 
Association and head of the campaign 
to enroll student members. 

Three  schools—Loyola University 
(Chicago), Temple University and the 
University of Texas—have reported that 
100 per cent of their dental student body 
has joined the A.D.A. while a number of 
other schools are approaching that mark. 

Among the schools closest to the 100 
per cent membership goal are: George- 
town University with 270 student mem- 
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bers out of a total enrolment of 271; 
the Medical College of Virginia with 160 
members out of 173 students enrolled; 
Ohio State University with 228 members 
out of an enrolment of 279 students; the 
University of Kansas City with 306 stu- 
dent members out of a total enrolment 
of 384 students; the University of South- 
ern California with 186 members out of 
an enrolment of 395 and the University 
of Washington with 122 members out of 
157 students in school. 

The drive to recruit new student mem- 
bers was stepped up this year following 
the action of the House of Delegates 
which broadened the scope of the student 
membership to include graduate and 
postgraduate students and interns. Dues 
for the year are $3 and entitle the mem- 
ber to attend all scientific sessions of the 
Association in addition to a subscription 
of THE JOURNAL. 


CHILDREN'S DENTAL HEALTH 
DAY PLANS PROGRESSING 


A large number of state and local den- 
tal societies throughout the nation have 
reported extensive plans are under way 
for the observance of the first national 
Children’s Dental Health Day to be held 
Monday, Feb. 7. 

The Southern California State Dental 
Association has distributed an 11-page 
list of suggestions to component societies 
on organization of scientific and lay pro- 
grams, newspaper and radio publicity, 
speaking assignments, special events and 
liaison with other organizations. The 
A.D.A. Central Office is sending a copy 
of this material to the secretaries of den- 
tal societies to supplement the material 
already in the hands of constituent and 
component societies. 

A brochure on dental health for use 
by school teachers is being prepared by 
the San Francisco Dental Society and 
speakers representing the dental society 
will present talks to Parent-Teacher 
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groups and approximately 30 service 
clubs. Provisions for newspaper and 
radio publicity are to be made and the 
society will endeavor to get a proclama- 
tion from the mayor. 

Plans being made by the Illinois State 
Dental Society call for assistance to com- 
ponent dental societies in arranging their 
programs. In addition, a rubber stamp 
bearing the words “National Children’s 
Dental Health Day” will be distributed 
to P.T.A.’s and other or-anizations for 
use on outgoing mail. Prc avtional post- 
ers will be displayed in lo-al ~ ag stores 
and educational programs \ be held 
in the schools and on the radio. The gov- 
ernor will be asked to issue a proclama- 
tion. 


A.D.A. COUNCIL ON LEGISLATION 
NAMES EIGHT CONSULTANTS 


The A.D.A.’s 13 truftee districts now 
have representation in legislative mat- 
ters through the appointment of eight 
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consultants, one from each of the dis- 
tricts not already represented on the 
five member Council on Legislation, ac- 
cording to Secretary Carl O. Flagstad. 
It is hoped that the addition of the con- 
sultants will aid in marshalling support 
for the Council’s legislative activities. 

The consultants are: William H. Grif- 
fin, Boston, First District; Manly Mi- 
chaels, Washington, D. C., Fourth Dis- 
trict; Paul E. Jones, Farmville, N. C., 
Fifth District; Granville Sherman, Mem- 
phis, Tenn., Sixth District; A. N. Argan- 
bright, Freeport, Ill., Eighth District; 
C. J. Baumann, Sr., Milwaukee, Ninth 
District; C. H. Swanson, Columbus, 
Mont., Eleventh District and W. R. Al- 
stadt, Little Rock, Ark., Twelfth District. 
Members of the Council on Legislation 
are: Carl O. Flagstad, Minneapolis, 
Tenth District; Thomas J. McDermott, 
Cleveland, Seventh District; E. H. Gale, 
Albany, N. Y., Second District; W. D. 
McClelland, Pittsburgh, Third District 
and Bruce R. Kurtz, Pasadena, Calif., 
Thirteenth District. 


DENTAL SOCIETIES 


X-RAY EXAMINATIONS GIVEN 
CHILDREN AT STATE FAIR 

Bitewing x-ray examinations of 1,025 
children were made during the 1948 
California State Fair by the California 
State Dental Association in a demonstra- 
tion similar to one held by the Chicago 
Dental Society at the Cook County (IIl.) 
Fair last summer. In both cases the films 
were given to the parents with the sug- 
gestion that they be taken to a dentist for 
interpretation. 

The California exhibit and 
equipment were housed in a glass en- 
closure and it is estimated that the pro- 
cedure was witnessed by 25,625 persons. 


x-ray 


The exhibit displayed color pictures of 
oral conditions which were explained to 
the audience by personnel on duty and 
more than 10,000 pieces of dental health 
literature were distributed. (A report on 
the Chicago demonstration was given in 
the November issue of THE JOURNAL. 


DISTRICT DENTAL SOCIETIES 
HOLD NEW YORK MEETING 


The 24th annual Greater New York 
Dental Meeting, sponsored by the First 
and Second District Dental Societies of 
the Dental Society of the State of New 
York, was held Dec. 6-10. The program 
featured general sessions, clinics, topic 
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discussions, exhibits and films for visual 
education. 

Presiding officers at the general ses- 
sions were: Willard S. Bell, president, 
A. J. Abeloff, president-elect, and Adolph 
G. Wagner, vice-president, respectively 
of the Second District Dental Society; 
Sidney E. Riesner, president, Francis X. 
McHugh, president-elect, and Oscar Ja- 
cobson, vice-president, respectively of the 
First District Dental Society. Chairman 
of the meeting was K. Neil Donally. 

Speakers at the general sessions in- 
cluded E. Harold Gale, president-elect of 
the Dental Society of the State of New 
York; Charles A. Perera, a physician; 
Charles A. Poindexter, a physician; Clyde 
E. Minges, president of the A.D.A. and 
Eric M. Rogers, assistant professor of 
physics at Princeton University. 


DENTAL HEALTH ISSUES 
DISCUSSED AT CONFERENCES 


Two dental health conferences were 
held recently, one in New York the other 
in Pennsylvania. Both programs high- 
lighted the control of dental caries. 

The Dental Society of the State of 
New York held its second dental health 
conference in New York City and one 
of the main purposes of the meeting was 
to consider action that could be taken 
by a dental society and the health de- 
partment for the control of caries, oral 
cancer and for the promotion of indus- 
trial dental health programs. Represen- 
tatives of the state and district dental so- 
cieties and the State Health Department 
attended. 

A conference on dentistry for children 
was conducted by the Pennsylvania State 
Dental Society Council on Dental Health 
at Harrisburg. 

The discussions, spread over two days, 
were directed mainly at the utilization of 
dental personnel and auxiliary aids; the 
role of schools, colleges, teachers, parents 
and community agencies in making den- 
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tal care available to children and the 
development of experimental and dem- 
onstration projects designed to lead to 
improved dental services for children. 
Representatives of public and parochial 
schools, the State Health Department 
and of the state and district dental socie- 
ties attended. 


COURSE IN FIXED BRIDGES 
BEING HELD IN NEW YORK 


A participation course in fixed bridges 
is being presented over a 36-week period 
by the First District Dental Society of 
the Dental Society of the State of New 
York, according to M. E. Michaelson, 
District Society supervisor of postgradu- 
ate study. 

A total of 42 teachers are being em- 
ployed to present the three-hour sessions 
which are being held at the New York 
University college of dentistry through 
the cooperation of Dean Walter H. 
Wright and under the supervision of 
Jules M. Seldin. The course was planned 
by a special postgraduate committee 
headed by Karl W. Knapp and another 
such course will be held this year. For 
information write to Dr. Michaelson, 
First District Dental Society of New 
York, Hotel Pennsylvania, New York 1. 


MANAGEMENT CONFERENCE HELD 
BY PENNSYLVANIA SOCIETY 


The Pennsylvania State Dental Society 
recently conducted a management con- 
ference for officers of the ten district 
dental societies. H. K. Willits, president 
of the state society, presided. 

The program designed to cover the 
major aspects of a dental society’s func- 
tion was similar to that of the A.D.A.’s 
recent state society secretaries’ manage- 
ment conference. It covered administra- 
tion of a dental society, public relations, 
professional relations, publications, an- 
nual sessions, law and legislation. 
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FIFTH CONGRESS ON DENTAL 
EDUCATION, LICENSURE SET 


The fifth Congress on Dental Educa- 
tion and Licensure will be held Feb. 5, 
just prior to the Chicago Dental Society’s 
Midwinter Meeting, according to Shailer 
Peterson, secretary of the Council on 
Dental Education. 

The first Congress was held in 194! 
and succeeding meetings have produced 
formal papers and discussions relating to 
the philosophy of professional education 
and licensure. Attention also has been 
given to aptitude testing, curriculum 
evaluation, special teaching programs 
and programs of the licensure groups. 

This year’s program, according to Dr. 
Peterson, will be of special interest to 
both teachers and examiners since it will 
deal with both teaching methods and 
methods of examining. 

The morning session, he said, will be 
devoted to “the area of the basic sciences” 
and the afternoon “clinical 
subjects.” James R. Blayney, of Chicago, 
chairman of the Council on Dental Edu- 
cation, will preside as general chairman 
of the meeting which will feature six 
formal papers to be presented by repre- 
sentatives of dental schools and dental 
examining boards. The entire program of 
the Congress will be published in a 
forthcoming issue of THE JOURNAL. 


session to 


FEDERAL AID TO EDUCATION 
SUBJECT FOR CONFERENCE 


A conference on proposals for an ex- 
panded program of federal aid to den- 
tal schools and students is scheduled to 
be held in Washington, D. C., Jan. 4-5 
by the Federal Security Agency and lead- 
ers in the dental profession will be in- 


vited 
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Similar conferences for other profes- 
sions also are to be held. A meeting of 
medical leaders was scheduled to be held 
Dec. 28-29. 

The conference for dentistry will be 
attended by representatives of the 
A.D.A., the American Association of 
Dental Schools and the American Asso- 
ciation of Dental Examiners. Names of 
those invited have not yet been released. 

It is expected that three main pro- 
posals will be discussed at the meeting in 
an effort to formalize recommendations 
which have been made by various federal 
agencies in the past. Federal aid to pro- 
fessional schools probably will be recom- 
mended in two forms: (1) basic grants 
to match school funds for expansion of 
physical facilities and for annual main- 
tenance, and (2) scholarship funds for 
undergraduates and funds for fellowships 
for graduate students. 

Efforts may be made to introduce leg- 
islation in the coming session of Congress 
for this federal aid. Recommendations 
were approved by the dental section of 
the National Health Assembly held last 
May, urging Congress to provide in- 
creased aid to dental education. 


MID-ATLANTIC STATES PLAN 
SEMINAR IN ORAL MEDICINE 


The Mid-Atlantic states are to have 
their first regional seminar in oral medi- 
cine May 22-27 under auspices of the 
University of Pennsylvania school of den- 
tistry’s postgraduate division, according 
to Lester W. Burket, director of the di- 
vision. 

Similar courses have been held in the 
west and middle west for years and the 
new seminar to be held at a resort in 
the Pocono Mountains in Pennsylvania 
is designed to stress the clinical applica- 


ion 


News of Dentistry 


tion of the biologic and medical sciences. 

Attendance of the seminar is being 
limited to members of the A.D.A., 
A.M.A. and similar organizations and 
will cost $250. Veterans who furnish a 
satisfactory certificate of eligibility and 
entitlement will receive a credit of $160 
toward the total fee. For further infor- 
mation write Dr. Burket, director, post- 
graduate division, school of dentistry, 
University of Pennsylvania, 4001 Spruce 


St., Philadelphia 4. 


U. OF ILLINOIS TO HOLD COURSE 
ON CARIES IN FEBRUARY 


A postgraduate course dealing with re- 
cent advances in caries control will be 
given by the University of Illinois col- 
lege of dentistry, Feb. 11-12, immediately 
following the Chicago Dental Society 
Midwinter Meeting. The course will be 
directed by Robert G. Kesel. 

Among the subjects to be covered are: 
the histopathology and etiology of caries, 
by Dr. Kesel; the bacteriological and nu- 
tritional aspects of caries, by Phillip Jay, 
University of Michigan; the biochemical 
aspects of dental caries and the use of 
enzyme inhibitors in controlling caries, 
by Leonard Fosdick, Northwestern Uni- 
versity; fluorides and dental caries, by 
Isaac Schour, University of Illinois; den- 
tal caries as a public health problem, by 
Allen O. Gruebbel, of the American Den- 
tal Association and oral hygiene and 
dental caries, by Douglas W. Kerr, Uni- 
versity of Illincis. 

J. R. Blayney, of Zoller Clinic, Univer- 
sity of Chicago, will join the speakers for 
a round table discussion at the closing 
session. 

Enrolment in the course is limited and 
registration may be made by writing to 
Isaac Schour, University of Illinois col- 
lege of dentistry, 808 S. Wood St., Chi- 
cago 12. The course will be offered under 
provisions of the G.I. bill of rights but 
is open to non-veterans as well. 
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DENTAL RESEARCHER NAMED 
TO U. OF MINNESOTA STAFF 


David F. Mitchell, formerly senior 
member of the division of dental research 
at the University of Rochester, New 
York, has been appointed associate pro- 
fessor of dentistry at the University of 
Minnesota school of dentistry, according 
to Dean W. H. Crawford. 

Dr. Mitchell will head the University’s 
division of oral pathology and will con- 
tinue research in experimental perio- 
dontal disease and dental caries. He holds 
a Ph.D. degree in pathology. 


DINNER MEETING HONORS 
NEW DENTAL SCHOOL DEAN 


A testimonial dinner for O. M. Dresen, 
newly appointed dean of Marquette Uni- 
versity dental school, Milwaukee, Wis., 
was held recently. Three hundred per- 
sons attended. 

The sponsoring committee included 
the presidents of the Wisconsin State 
Dental Society, the Milwaukee County 
Dental Society, the Milwaukee Dental 
Forum, the Milwaukee Odontological So- 
ciety, the Milwaukee Orthodontic Study 
Club and the Marquette University Den- 
tal Alumni Association. Charles H. Ken- 
dall was chairman of the arrangement 
committee and toastmaster. 


U. OF ILLINOIS PROFESSOR 
IN MINOR ORAL SURGERY POST 


Allan G. Brodie, dean of the Univer- 
sity of Illinois college of dentistry, has 
announced the appointment of Eli Olech 
as acting director of minor oral surgery 
in the department of oral and maxillo- 
facial surgery. Dr. Olech will have charge 
of two clinics and has been associated 
with oral surgery at the University since 
1923. He holds the rank of associate pro- 
fessor. 
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DENTAL, MEDICAL FELLOWSHIPS 
OFFERED BY U. OF ILLINOIS 


The University of Illinois graduate col- 
lege has announced that ten fellowships 
are to be awarded for one year in the 
fields of medicine, dentistry and phar- 
macy. Medical and dental fellowships 
carry a stipend of $1,800 a year. Phar- 
macy graduates listed for $1,200 a year. 
All are exempt from tuition fees. 

In setting out qualifications for the fel- 
lowships, a University report states that 
registration in the graduate college for 
credit toward an M.S. or Ph.D. is re- 
quired. Appointments cover a calendar 
year with a one month vacation. Appli- 
cation blanks and additional information 
may be secured by writing to the Secre- 
tary of the Graduate Committee, 1835 
W. Polk St., Chicago 12. 


COLUMBIA U. MAKES TWO 
DENTAL SCHOOL APPOINTMENTS 


The appointment of Lewis R. Stowe, 
professor of dentistry and chairman of 
the division of oral diagnosis, as acting 
chairman of the division of radiology of 
the school of dental and oral surgery of 
the faculty of medicine, Columbia Uni- 
versity, New York, has been announced. 
Dr. Stowe fills the vacancy left by Hough- 
ton Holliday who is on leave of absence. 


MEDICAL EDUCATION SURVEY 
UNDERTAKEN BY COMMITTEE 


A survey of medical education has been 
undertaken jointly by the American 
Medical Association Council on Medical 
Education and Hospitals and the Asso- 
ciation of American Medical Colleges. 
This is the first such survey to be con- 
ducted in years. A seven-man 
committee representing the two organi- 
zations will conduct the survey and re- 
port the findings. 


several 
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PUBLIC HEALTH 


LIST RESULTS OF JOINT 
SURVEYS OF CHILDREN 


Dental education programs and dental 
surveys were completed in 48 schools by 
the Cook County (IIl.) Department of 
Health recently in cooperation with the 
Chicago Dental Society and local den- 
tists. The program covered a total of 
5,944 children. 

Through the surveys it was learned 
that 76.35 per cent of the children exam- 
ined needed dental care and there was 
an average of 3.95 carious teeth per 
child. In one school two surveys were 
conducted and on the first examination 
it was found that 54 per cent of the 
children needed dental care while on 
the second examination this number had 
decreased to 27 per cent. 

In one community which had eight 
schools and which has fluorinated drink- 
ing water there was a notable decrease 
in the incidence of caries. 


TWO ILLINOIS COUNTIES NAME 
DENTAL HEALTH OFFICERS 


The appointment of W. L. Dillman 
and J. W. Krupicka as full-time county 
dental health officers has been announced 
by John E. Chrietzberg, chief of the 
Division of Public Health Dentistry, Illi- 
nois Department of Public Health. 

Dr. Dillman now is dental adminis- 
trator in.McLean County. He is a grad- 
uate of Loyola University (Chicago) col- 
lege of dental surgery and holds a 
bachelor’s degree from Illinois Wesleyan 
University. 

Dr. Krupicka, the new dental health 
officer in Fulton County, is a recent 
graduate of the University of Illinois 
dental school and has practiced in Chi- 
cago. 


on 
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A demonstration of the topical application of sodium fluoride is televised in New 

York over station WJZ-TV under the auspices of the New York City Department of 

Health. In the photo are (L. to R.) Harry Strusser, director of the Bureau of Den- 

tistry of the Department of Health; Henry C. Sandler, assistant director, who per- 

formed the operation; Cathleen Lally, the patient; Adelaide Bechtold, dental 

hygienist and Gordon Fraser, the announcer. The program was part of the city's 
effort to treat some 50,000 children with sodium fluoride. 


CARIES CONTROL PROGRAM 
UNDER WAY IN NEW YORK 


Treatment with two per cent sodium 
fluoride solution of some 50,000 pre- 
school and school children has been 
started by the New York Department of 
Health under the supervision of Harry 
Strusser, director of the Bureau of Den- 
tistry. The treatments are being given in 
dental clinics in 105 schools and 14 dis- 
trict health centers. 

In a statement to the public in con- 
nection with the program, Dr. Strusser 
pointed out that probably only about 40 
per cent reduction in caries could be ex- 
pected and that the topical application 


of sodium fluoride in no way may be 
taken as a substitute for regular dental 
attention. He also stated that a 40 per 
cent reduction in caries did not mean 
that 40 out of 100 children would be free 
of caries but that there would be 40 per 
cent less “decay” among the 100 treated 
children 


$60,000 ALLOTTED TO CARIES 
RESEARCH AT CLEVELAND 


A $60,000 program to study the pre- 
vention and control of caries has been 
established jointly at Cleveland’s West- 
ern Reserve University school of den- 
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tistry and Babies and Children’s Hos- 
pital. 

The funds for the three-year program 
were granted by the Beaumont Foun- 
dation, the Elizabeth Severance Foun- 
dation and the Cleveland Foundation 
and will be divided in $20,000 allotments 
to be spent jointly by the two research 
agencies. The program is under direction 
of Thomas J. Hill, professor of clinical 
oral pathology, of Western Reserve and 
Charles F. McKhann, director of the 
Hospital. The clinic will be housed in 
the Hospital. 

Two research fellowships already have 
been established with the funds. Intern- 
ships in dentistry for children are being 
set up. In addition, refresher courses for 
graduate dentists are planned. 

A portion of the research will be on 
the use of fluorine in caries prevention. 

The Cleveland Dental Society’s Com- 
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mittee on Dental Health Research Foun- 
dation is assisting in formation of the 
new clinic, and Norman Denner, chair- 
man of the committee, will act as an 
adviser. 


VIRGINIA APPOINTS NEW 
DENTAL HEALTH DIRECTOR 


William H. Rumbel, former director 
of the Bureau of Dental Hygiene of the 
West Virginia State Health Department. 
has been appointed director of dental 
health by the Virginia State Department 
of Health. 

Dr. Rumbel is a graduate of the Uni- 
versity of Pittsburgh where he received 
his degree in dentistry and of the Uni- 
versity of Michigan where he took the 
Master of Public Health degree. He was 
in private practice for 23 years before 
entering public health work. 


GENERAL NEWS 


ANESTHETIC OMITTED FROM 
A.D.A. APPOINTMENT BOOK 


Procaine HCl 4%, Neo-Synephrine 
HCl 1:2,500-Oradent Brand was unin- 
tentionally omitted from the list of Coun- 
cil-accepted local anesthetics on pages 
127 and 128 of the A.D.A. Appointment 
Book, according to Donald A. Wallace, 
secretary of the Council on Dental Thera- 
peutics. 

Since copy for the 1949 edition was 
prepared, he adds, the following local 
anesthetics have been accepted by the 
Council: Procaine HC] 2%, Epinephrine 
1:25,000-Holtz; Procaine HCl 4%, 
Epinephrine 1:50,000-Novol; Procaine 
HCl 4%, Neo-Synephrine 1 : 2,500-Holtz; 
Procaine HCl] 4%, Neo-Synephrine 1: 2,- 
500-Premier and Procaine HCl 4%, Neo- 
Synephrine 1:2,500-Star Brand. 


Dr. Wallace also disclosed that a sci- 
entific exhibit on occupational derma- 
titis among dentists was presented by 
Edward J. Laden, of Frank Billings 
Medical Clinic, University of Chicago, 
at the meeting of the American Academy 
of Dermatology in Chicago, Dec. 6-9. 


REVISED DENTAL HEALTH 
CATALOG AVAILABLE SOON 


A revised catalog of dental health 
education material distributed by the 
A.D.A. will be available early this month, 
according to Allen O. Gruebbel, secretary 
of the Council on Dental Health. All 
prices quoted in the new catalog have 
been adjusted to include shipping charges 
in an effort to aid the purchaser in de- 
termining costs and to assure prompt 
delivery. 


News From Great Britain 


In view of the small number of dentists in 
Britain, it has always been recognized that 
there would be insufficient practitioners to run 
a comprehensive dental service. Certain sec- 
tions of the community were more in need of 
adequate dental treatment than others and 
therefore it was not surprising that when the 
National Health Service was introduced on 
July 5 it was stated that pre-school children, 
school children and expectant and nursing 
mothers were to be given priority in dental 
treatment. 

There was disappointment at the exclusion 
of adolescents from the priority classes. The 
British Dental Association, in discussions with 
the Government, stressed the need for ado- 
lescent priority to carry on the work of the 
school dental service. The Ministry of Health 
decided otherwise. Before July 5, the dental 
service, organized by local authorities, carried 
out treatment of those groups which since 
that date have been given the distinction of 
priority classes. 

It was confidently expected that under the 
new scheme the public dental service would 
carry on as before. It was recognized as an 
efficient organization trained to deal with 
children and mothers. With this service work- 
ing to full capacity the general practitioners 
would be able to deal with the rush for den- 
tures which was certain to take place at the 
outset of the scheme. Unfortunately the new 
health service has, in a large measure, defeated 
its own object. The public dental service is in 
a serious plight and, in some areas, very nearly 
on the point of collapse. 

This state of affairs is disturbing to the 
local authorities, to the public and to the 
dental profession.* Very slowly, over the past 
25 years, the school dental service, with its 
section of maternity and child welfare dental 
service, has been making steady progress. The 
local authorities, the parents and the patients 
each year were recognizing more the value 
of dental treatment. The war caused it to ex- 
perience a severe setback. The school children 
were evacuated from urban to rural areas. The 
reception areas did not have the staff to deal 
with the added numbers and while some 


dentists were transferred with the children 
there were very few additional adequate sur- 
geries available for the new arrivals. Many 
school dentists joined the dental branches of 
the forces. After the war the dentists and the 
children returned to their own areas and the 
school dental service started to pick up again. 

The salaries of the school dentists, however, 
lagged behind the rise in cost of living and it 
became obvious that salaries would have to 
be improved and new scales worked out to 
bring the remuneration of private and public 
dental practice into line. 

After publication of the Spens Report, the 
most urgent matter was to get a scale of fees 
for the general practitioner service which was 
to start within a few weeks. The recommended 
average remuneration for the general practi- 
tioner of £1600 ($6,400) was far above the 
great majority of school dentists’ salaries. It 
was expected that once this scale of fees was 
produced attention would be turned to the 
salaries of the public dental officers. This hope 
did not materialize. The weeks dragged on and 
no sign of a revised scale appeared. It was 
with a feeling of discontent that many school 
dentists heard the ever increasing cry of 
“more assistants wanted in private practice.” 
The salaries offered for assistants rose and 
rose. School dentists left the service for pri- 
vate practice. The vacancies they created were 
not filled and we now have in London a loss 
of 30 per cent of the dentists in the public 
dental service and in the rest of the country 
about 6 per cent. In Stoke on Trent for in- 
stance where there were on the dental staff 
one senior dental officer and seven assistants, 
today there are one senior and two assistants. 
This situation was not unexpected by some 
observers who constantly advocated an im- 
provement in the salaries of the public dental 
officers and also of full-time dental teachers 
in dental schools. 

In November a member of the House of 
Commons asked the Minister of Health if he 
was satisfied that the priority dental service 
promised to expectant and nursing mothers 
and children was working adequately. Mr. 
Bevan replied that he was satisfied that local 
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authorities were doing their best but that their 
task was not easy and dentists were not plen- 
tiful. He had the situation under observation. 
The same member then asked the Minister of 
Education what had been the effect on the 
school dental service of the National Health 
Scheme and what steps he was taking to en- 
sure the retention of sufficient dentists for the 
school dental services. The Minister replied 
that many school dentists were resigning to 
set up practice under the National Health 
Service and recruits were not coming forward 
to fill their places. In consultation with the 
Minister of Health he was trying to secure a 
settlement of salaries of full-time dentists in 
the employment of local authorities. After the 
Minister had been asked a further question 
about the truth of the rumor that dentists 
were getting about double the salary in private 
practice that they were getting in the school 
service and did he not think that the real 
solution to the problem lay in increasing the 
pay of school dentists, the House went on to 
consider other business. This publicity, to- 
gether with an announcement a short time 
before that the Minister of Education, after 
consultation with the Minister of Health, 
agreed with the recommendation of the Local 
Authority Associations that dental officers in 
the school health service should receive from 
October 1, 1947 further percentage increases 
in their salaries as have been granted to medi- 
cal officers in the public health service, also 
stated that the Minister agreed to the retro- 
active payment of these increases from October 
1, 1947, all of which raised the hopes of the 
school dentists. The Government has agreed 
that the situation is serious and has agreed 
that the Spens Report should form the basis 
for discussions on salaries 


The National Health Service—Further 
Facts and Figures 


The payments for dental treatment, includ- 
ing the supply of dentures, up to September 
30 amounted to £1,232,057 ($4,928,228) 
and the amount paid or owing to dentists by 
October 30 for work completed under the 
National Health Service was estimated to be 
£4,750,000 ($19,000,000). The figures did 
not include the cost of dental treatment pro- 
vided through the hospital service. The origi- 
nal estimate of the cost of the dental service 
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for the period July 5 to March 31 was £7 
million ($28,000,000) and 1,750,000 people 
had applied for free dental treatment since 
July 5. By November 4, 8,343 dentists were in 
the service. Of the population 93.1 per cent 
had joined the Health Service. The Minister 
of Health said there was no evidence that 
doctors and dentists were breaking down under 
the strain of the work imposed upon them by 
the new Health Service. 

The Minister also said that he was not yet 
in a position to say what the average earnings 
of dentists in the National Health Service 
were. He had always made it clear to the 
dental organizations that while there was no 
question of going back on the Spens Report, 
he intended to check the timing of the various 
operations (on which fees were based) when 
the scheme had settled down. He was then 
asked if the dentists were satisfied with their 
earnings. He replied that over 85 per cent 
of the dentists in the country were in the 
service which was evidence he thought that 
they were satisfied. 


A Report on Caries 


A recently released report on caries in 
London school children which covers a study 
made in 1947 shows that 28.1 per cent of 
those examined were found to be caries free 
The figures cover only deciduous teeth. 

The 1947 study is a continuation of others 
conducted in 1929, 1943 and 1945. A progres- 
sive decrease in the number of children with 
caries is shown. In 1929 slightly less than 5 
per cent were caries free, while in 1943 the 
number had jumped to 14.9 per cent and in 
1945 it was 24.2 per cent. 

An estimate of the enamel 
stroking the tooth with a sharp probe indi- 
cated that 30.7 per cent in 1943, 38 per cent 
in 1945 and 47.1 per cent in 1947 had well 
formed enamel. 

The improvement shown in this survey is 
attributed to the adequate diet of both the 
mother and child since all the children 
studied were born during a period of food 
rationing wherein expectant mothers and chil- 
dren were given special concessions. During 
this period there also was a considerable re- 
duction in sugar consumption and the flour 
extraction was lowered.—John R. Boyes, New- 
castle Upon Tyne, England. 
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COUNCIL ON DENTAL EDUCATION 


HE Council on Dental Education an- 
nounced in the April 1, 1946 issue 
of THE JOURNAL OF THE AMERICAN 
DENTAL ASSOCIATION its requirements for 
the approval of hospital dental intern- 
ships and residencies. Working with the 


Hospital 


California 


Letterman General Hospital, San Francisco. . 


Col. D. F. Winn, MC, Administrative Head 
Col. B. L. Smith, DC, Chief of Dental Staff 


olorado 


Fitzsimons General Hospital, Denver 
Brig. Gen. O. H. Quade, Administrator 
Col. O. P. Snyder, Chief of Dental Staff 


onnecticut 


INITIAL LIST OF HOSPITAL DENTAL 
INTERNSHIPS AND RESIDENCIES 


APPROVED BY THE COUNCIL 


Hospital Dental Service Committee, the 
Council has approved so far the training 
program for either dental internships or 
dental residencies, or both, in twenty- 
eight of the hospitals which have ap- 
plied for approval, as follows: 


Type of training approved 


Internships Residencies 


Hartford Hospital, 20 South Hudson St., Hartford a x 


W. M. Allen, M.D., Director 


W. R. Conran, D.D.S., Chief of Dental Stafi 


Norwich State Hospital, Norwich ....... 
R. H. Guthrie, M.D., Superintendent 


Edward Kirby, D.D.S., Chief of Dental Staff 


District of Columbia 


Walter Reed General Hospital ............ 


Butternut St. and Georgia Ave., Washington, D. ( 


Maj. Gen. G. C. Beach, MC, Administrator 


Col. W. F. Scheumann, DC, Chief of Dental Staff 
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Type of training approved 


Hospital Internships Residencies 


Georgia 
Oliver General Hospital, Augusta 
Col. H. B. McMurdo, M.D., Administrator 
Col. E. C. Alley, D.C., Chief of Dental Staff 


Illinois 
Ihe Carle Foundation Operating the Carle Memorial Hospital 
602 West University Ave., Urbana 
Mr. Russell Duncan, Administrator 
E. C. Thompson, D.D.S., Chief of Dental Staff 


University of Chicago Clinics, University of Chicago 
950 East 59th St., Chicago 

Mr. Ray Brown, Administrator 

J. R. Blayney, D.D.S., Director of the Dental Staff 


Indiana 
Indianapolis General Hospital, 960 Locke St., Indianapolis . 
C. W. Myers, M.D., Administrator 
J. T. Waldo, D.D.S., M.D., Chief of Dental Staff 


Massachusetts 
Boston City Hospital, 818 Harrison Ave., Boston 
J. W. Manary, M.D., Superintendent 
S. P. Mallett, D.M.D., Chief of Dental Staff 


Children’s Hospital, 300 Longwood Ave., Boston .... 
Stanton Garfield, M.D., Administrative Head 
P. K. Losch, D.D.S., Chief of Dental Staff 


Worcester City Hospital, Worcester 
H. K. Spangler, M.D., Administrator 
L. A. Storz, D.M.D., Chief of Dental Staff 


Michigan 
Percy Jones General Hospital, Battle Creek 
Col. R. M. Hardaway, Administrator 
Col. J. H. Pence, Chief of Dental Staff 


New Jerse) 
Medical Center, 50 Baldwin Ave., Jersey City .... 
George O’Hanlon, M.D., Medical Director 
F. J. Houghton, D.D.S., Dental Director 


Monmouth Memorial Hospital 

Third and Pavilion Aves., Long Branch 

Mr. C. B. Allen, Administrator 

Leon Reisner, D.D.S., Chief of Dental Staff 


North Hudson Hospital, 4300 Park Ave., Weehawken 
J. L. Evans, M.D., Administrator 
M. J. Boyer, D.D.S., Chief of Dental Staff 
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Hospital 


New York 
E. L. Harmon, M.D., Director 
B. H. Weeth, D.D.S., Chief of Dental Staff 


Harlem Hospital, 136th St. and Lenox Ave., New York 
Emanuel Lifschutz, M.D., Administrator 
L. H. Fairclough, D.D.S., Chief of Dental Staff 


Jewish Sanitarium and Hospital for Chronic Diseases ............. 
86 East 49th St., Brooklyn 

Arthur Feigenbaum, Superintendent 

Leonard Kohn, D.D.S., Chief of Dental Staff 


Metropolitan Hospital, Welfare Island ...............scsseeeees 
I. H. Scheffer, M.D., Medical Superintendent 
M. W. Carr, D.D.S., Chief of Dental Staff 


New York College, Flower and Fifth Avenue Hospital ..........:.. 
1 East 105th St., New York 

J. A. W. Hetrick, M.D., Administrator 

J. J. O’Keefe, D.D.S., Chief of Dental Staff 


New York Polyclinic Medical School and Hospital . 
345 West 50th St., New York 

Mr. A. A. Jaller, Executive Officer 

Edward Whynman, D.D.S., Chief of Dental Staff 


North Carolina 
300 South Hawthorne Road, Winston-Salem 
Mr. R. T. Holmes, Administrator 
J. C. Watkins, D.D.S., Chief of Dental Staff 


Pennsylvania 
Children’s Hospital of Pittsburgh ..................00005: 
125 De Soto St., Pittsburgh 
P. H. Lantz, Superintendent 
C. W. Hagan, D.D.S., Chief of Dental Staff 


Forbes and Halket Sts., Pittsburgh 

Jessie Turnbull, R.N., Superintendent 

W. H. Archer, D.D.S., Chief of Dental Staff 


George F. Geisinger Memorial Hospital, Danville .. 
W. L. Wilson, Administrator 
J. B. Smith, D.D.S., Chief of Dental Staff 


St. Francis Hospital, 45th St., Pittsburgh ............... 
Sister M. Thomasine, Administrator 
R. J. Englert, D.D.S., Chief of Dental Staff 


Type of training approved 


Internships Residencies 


x x 
x x 
x x 
x x 
x x 
x 

x 

x x 
x x 
x x 
x 


on 


Hospital 


Pennsylvania 
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Type of training approved 


Internships Residencies 


Western State Psychiatric Institute and Clinic 


3811 O'Hara St., Pittsburgh 
G. B. Pearson, M.D., Administrative Head 
W. H. Archer, D.D.S., Chief of Dental Staff 


At the September meeting of the 
House of Delegates in Chicago, a new 
council, the Council on Hospital Dental 
Service, was created. This Council has 
taken over the functions of the Hospital 
Dental Service Committee and therefore 
all hospitals and sanatoriums desiring 
approval of their dental departments 
should communicate with the chairman 
of the Council on Hospital Dental Serv- 
ice, Dr. Edward Dobbs. 

After the dental department of a hos- 


pital or sanatorium has been approved, 
application should be made to the Coun- 
cil on Dental Education, 222 East Supe- 
rior Street, Chicago, for approval of the 
programs for training dental interns or 
dental residents. This approval is con- 
sidered by a standing committee of the 
Council, whose members are Frank J. 
Houghton, Jersey City, chairman; W. 
Harry Archer, Pittsburgh, and William 
N. Hodgkin, Warrenton, Va.—Shaile? 


Peterson, Secretary 


BUREAU OF CHEMISTRY AND 


COUNCIL ON DENTAL THERAPEUTICS 


N the preparation and packaging of 
sodium there has 
been a tendency to overlook the possi- 
bility of interaction between the glass 
containers and the fluoride solutions. 
The action of hydrofluoric acid on glass 
is widely recognized but many persons 
have assumed that a neutral fluoride so- 
lution would not be affected by a glass 


fluoride solutions, 


container. 

When fluoride solutions began to ap- 
pear on the dental market an investiga- 
tion was started in the Bureau of Chem- 
istry to determine the shelf-life or storage 


FORMULATION AND PACKAGING OF 
AQUEOUS SOLUTIONS OF SODIUM 


FLUORIDE FOR TOPICAL APPLICATION 


characteristics of these products as sup- 


plied in various of containers 
Preliminary 
changes in the pH of the solutions when 
stored in pharmaceutical bottles.’ 

A paper on this subject was presented 
by Savchuck and Armstrong? at the 1948 
meeting of the International Association 


types 
tests indicated considerabl 


1. Proceedings of the University of Michigan School 
of Public Health and School of Dentistry Inservice 
Training Course for the Evaluation of Dental Caries 
Control Technics, September 8 through 13, 1947. J. D. 
Res. 27:374 (June) 1948 

2. Savchuck, W., and Armstrong, W. D., Stability of 
Aqueous Solutions of Sodium Fluoride. International 
Association for Dental Research, Twenty-sixth General 
Meeting, June 18 to 20, 1948. J. D. Res., in press 
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for Dental Research. These investigators 
found that the pH of sodium fluoride 
solutions stored for six months in pre- 
scription glass bottles rose to about 9.4 
when the bottles were unopened and to 
about 9.5 to 10.1 when the bottles were 
opened at weekly intervals. Significantly 
smaller changes were noted when the so- 
lutions were stored in “Pyrex” flasks. 

The Bureau of Chemistry has found 
that the pH value of freshly prepared 2 
per cent aqueous solutions of sodium 
fluoride of a good pharmaceutical quality 
is about 6.9 to 7.0, or very nearly neu- 
tral. When such a solution was kept in 
a 4 ounce pharmaceutical glass bottle at 
room temperature for one week, the pH 
rose to 8.5. After 43 weeks the pH was 
10.2. Solutions stored in “Pyrex” contain- 
ers were not affected so rapidly. The pH 
was 7.5 after one week and 7.8 after 43 
weeks at room temperature. 

A 2 per cent aqueous solution of so- 
dium fluoride was stored in glass contain- 
ers lined with paraffin wax, a procedure 
commonly employed in chemical labora- 
tories. The pH value was 7.3 after one 
week and 7.5 after 37 weeks. 

Similar very slight changes were noted 
when similar solutions were stored in 
plastic (“Plax”) bottles for eight weeks. 
Plastic bottles are used in the chemical 
industry for packaging hydrofluoric acid 
and they may be useful for storage of 
aqueous fluoride solutions for dental use. 

It should be emphasized that these 
laboratory tests simply reveal the changes 
that may occur during the storage of 
fluoride solution in ordinary glass con- 
tainers and do not determine the clinical 
significance of these changes. 

In the enthusiasm and controversy 
which has accompanied the introduction 
of dilute aqueous solutions of fluoride 
salts for use in the dental office for par- 
tial control of dental caries, another im- 
portant factor has been largely over- 
looked; namely, the fact that only the 
value of simple 2 per cent aqueous solu- 
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tion of sodium fluoride is supported by 
sufficient direct clinical evidence to jus- 
tify its routine use. Many of the solutions 
of sodium fluoride now available for 
topical use contain detergents, buffers, 
flavors, colors and other ingredients 
which may affect their usefulness in the 
control of caries. The essential considera- 
tion is that the effectiveness of the simple 
aqueous solution has been demonstrated 
clinically, whereas the effectiveness of 
the others has not. 

The most significant clinical experi- 
mental work on topically applied fluo- 
rides has been done with simple aqueous 
2 per cent solutions dispensed in ordinary 
pharmaceutical glass bottles. Although 
definite information concerning the pH 
values of the solutions at the time they 
were applied to the teeth is not avail- 
able, it is likely that they were used more 
than one week after they were prepared. 
This would indicate that their pH value 
was 8.5 or higher. The U. S. Public Health 
Service is conducting several studies at 
Chattanooga, Tennessee, designed to pro- 
vide information regarding the importance 
of the pH of topical fluoride solutions.* 


Comment 


Only the simple 2 per cent solution of 
sodium fluoride in distilled water is sup- 
ported by sufficient direct clinical evi- 
dence to warrant its routine use in dental 
practice. The Council on Dental Thera- 
peutics wishes to encourage clinical in- 
vestigation of other fluoride preparations, 
including solutions which contain buffers 
and other ingredients. The Council calls 
attention to the need for further research 
to determine the relative effectiveness of 
2 per cent solutions of sodium fluoride 
at integral pH values ranging from 4.0 
to 10.0. In order to isolate the effects of 
variation in pH value, these latter ex- 
perimental solutions should contain only 
such added ingredients as are necessary 
to adjust the pH value. 


3. Knutson, J. W., personal communication. 


COUNCIL ON DENTAL THERAPEUTICS 


PRELIMINARY COMMENTS 


ON DENTAL PRODUCTS 


N ORDER to provide helpful information 
promptly, the Council on Dental Ther- 
apeutics has authorized the publication 
of preliminary comments concerning com- 
mercial preparations which are within its 
scope. The comments are limited to clear- 
cut facts and references to previously pub- 
lished information and written opinions. 
The Council will authorize the publica- 
tion of comprehensive status reports at a 
future time if they appear to be needed 
and will accept those products which, on 
investigation, are found to be eligible for 
inclusion in Accepted Dental Remedies in 
accordance with its rules. 

The products listed below have not 
been accepted by the Council. 


Scorutone Tablets. Each tablet is stated 
to contain rutin, 30 mg., and ascorbic 
acid, 50 mg. Scorutone is advertised for 
the control of gingival bleeding. Admin- 
istration of 3 tablets a day is recom- 
mended in the advertising. Controlled 
clinical evidence of usefulness for this pur- 
pose has not been submitted, although the 
firm that markets the product directs at- 
tention to an uncontrolled study of 21 
patients who “complained of bleeding 
gums.” 

The actions and uses of ascorbic acid 
have been adequately discussed in previ- 
ous publications of the Council on Dental 
Therapeutics.2, The daily requirement 
for an average adult lics between 30 and 
75 mg. It is known that gingival hem- 

1. Strean, L. P., The Use of Rutin and Vitamin C 


in the Treatment of Bleeding Gums Due to Increased 
Fragility. D. liems Interest 70:153 (Feb.) 
1948. 


2. A.D.R., ed. 14, pp. 145, 150. 


orrhage may be one of the symptoms of 
acute scurvy, in which event administra- 
tion of ascorbic acid would be clearly in- 
dicated. Therapeutic uses for ascorbic 
acid in the routine treatment of gingival 
hemorrhage have not been established by 
controlled clinical evidence. 

Rutin is a flavonol glucoside which, ac- 
cording to one report, was first discovered, 
in buckwheat, in 1860.° The rutin con- 
tent of fresh buckwheat has been found to 
average about 2 to 22 per cent on a 
moisture-free basis. Rutin has also been 
isolated from tobacco and other plants. 
A review of the literature on rutin, with 
176 references, was published by the J. T. 
Baker Chemical Co., Phillipsburg, New 
Jersey in June 1948. A less comprehensive 
review appeared in the October 1948 issue 
of Nutrition Reviews. Rutin has been re- 
ported to be practically nontoxic. It has 
not yet been shown to be useful in den- 
tistry. 


Sed-a-dent is stated to contain acetyl- 
salicylic acid, methyl salicylate, eugenol 
and bovine brain extract in a heavy paste. 
The product is available in two closely 
similar forms, one of which is called Sed- 
a-dent Paste and the other Sed-a-dent 
Wick. The latter is a wick-like fabric im- 
pregnated with paste. The product is 
stated to have a pH of 4. 

The advertising claims that the product 
is an analgesic, hemostatic, antiseptic and 
deodorizing agent. The directions call for 
its application with the finger after exten- 


3. Couch, J. F.; Naghski, Joseph, and Krewson, C 


F., Buckwheat as a Source of Rutin. Science 103: 197 


(Feb. 15) 1946. 
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sive scaling, as a pack under irritated gin- 
gival flaps and as a routine postextraction 
pack. 

The brain extract is added for its ceph- 
alin content, to facilitate blood clotting. 
Sollmann* (p. 133) states that cephalin 
and tissue extracts hasten coagulation in 
vitro, but are of little use on wounds. 
Sollmann* (p. 424) states further, “Ceph- 
alin and thromboplastic tissue extracts 
were introduced to check capillary hem- 
orrhage, by packing with compresses satu- 
rated with the solution. Their value is 
questionable, since the traumatized tissue 
itself furnishes them in abundance, even 
in hemophilia.” 

The Council does not have evidence 
concerning the sterility of Sed-a-dent. It 
is packaged in wide-mouth jars. This 
form of package would make prevention 
of contamination difficult under practical 
conditions of use. 


Amion Tooth Powder is stated to con- 
tain urea, jack bean meal, calcium car- 
bonate, bentonite, sulfocolaurate, Carbox- 
ymethocel S, saccharin and flavoring. The 
amounts of the various ingredients are 
not known to the Council. The firm has 
been asked to provide a quantitative state- 
ment of composition, but has not done so. 

Jack beans are described in the diction- 
ary® under the heading “Canavalia” as 
“A small genus of tropical twining herbs 
of the pea family (Fabaceae) . . . They 
have long tough pods with large seeds or 
beans, which are sometimes used for food 
when young, but more often to adulterate 
coffee.” Jack bean meal contains urease, 
which would tend to decompose the urea 
in Amion, under the influence of the moist 
conditions that prevail in the mouth. Sul- 
focolaurate is a foamy type of detergent.*® 
Carboxymethocel S is a trade name for 
the sodium salt of carboxymethyl cellu- 


. Sollman, T., A Manual of Pharmacology. Phila- 
delphia: W. B. Saunders, 1948. 

5. Webster’s New International Dictionary, ed. 2. 
Springfield, Mass.: G. & C. Merriam Company, 1946, 
p. 389. 

6. A.D.R., ed 


14, Pp. 122 
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lose a 
surface-active agent.” 

It is claimed in advertising that Amion 
is useful in the prevention and arrest of 
dental caries, but direct evidence that it 
is effective for these purposes has not yet 
come to the attention of the Council. 


Glyco-Thymoline is a trade mark ap- 
plied most prominently to a mouth wash 
and gargle which is stated to contain 
menthol, borax, eucalyptol, thymol, so- 
dium salicylate, sodium bicarbonate, so- 
dium benzoate, sweet birch oil (methyl 
salicylate), pine needle oil, glycerin, and 
alcohol, 4 per cent. 

An advertising folder states, “As a gen- 
eral mouth wash for daily use Glyco- 
Thymoline not only keeps the mucous 
membrane in a healthy condition, but also 
tends to check the formation of lactic 
acid—hence is a factor in preventing de- 
cay of the teeth.” The Council on Dental 
Therapeutics is not aware that Glyco- 
Thymoline or any other mouth wash will 
keep oral mucous membrane in a healthy 
condition or act as a factor in preventing 
decay of the teeth. 

The package insert states, “Try these 
other Glyco-Thymoline . . . products— 
cough drops—soap—nasal douche—eye 
bath.” Glyco-Thymoline is advertised to 
the public and the professions. 

For information relative to mouth 
washes, the reader may wish to refer to 
“What Mouth Wash Shall I Use?” in 
].A.D.A. 33:911 (July) 1946, and to the 
chapter on mouth washes in Accepted 
Dental Remedies, ed. 14, 1948, p. 131. 


Flordent is stated to be a 2 per cent 
solution of sodium fluoride. It has been 
marketed directly to the public for home 
use. The Council on Dental Therapeutics 
considered Flordent and a statement of 
the Council’s findings was transmitted to 
the distributor of the product. On Octo- 


Technical Dictionary. 


7. Bennett Chemical and 
Inc., 1947, 


Brooklyn: Chemical Publishing Company, 
p. 180 
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ber 21, 1948 the distributor wrote that 
they were withdrawing Flordent “from 
the drug stores.” Unless information to 
the contrary is received, the Council will 
assume that the product has been with- 
drawn from the market. 

In its decision on Flordent, the Council 
pointed out that fluoride solutions applied 
to the teeth by qualified professional per- 
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sonnel are valuable in partial prevention 
of dental caries, but that their unsuper- 
vised use by the general public should be 
discouraged. 


“Mann” Topical Anesthetic is stated to 
contain chlorobutanol, 20 grains per fluid 
ounce (4.4 Gm. per 100 cc.) ; benzocaine, 
and alcohol, 64 per cent by volume 


COUNCIL LISTS PRODUCTS FOR 


“ACCEPTED DENTAL REMEDIES" 


HE Council on Dental Therapeutics of 

the American Dental Association an- 

nounces the inclusion of the follow- 
ing products in the list of Accepted Den- 
tal Remedies: 


Fluorine-Containing Substances’ 


Sodium Fluoride Purified: A brand of 
sodium fluoride. Distributed by Mal- 
linckrodt Chemical Works, St. Louis. 

Sodium Fluoride Tablets: Each tablet 
is stated to contain sodium fluoride, 80 
mg. Distributed by the Graham Chemi- 
cal Company, Jamaica, N. Y. 


Anesthetics—Local—Slightly Soluble’ 


Benzocaine Ointment with Oil of 
Cloves: Each 100 Gm. is stated to con- 
tain benzocaine, 20 Gm., and clove oil, 
2 Gm., in lanolin-petrolatum base (lano- 
lin, 10 per cent; petrolatum, go per 
cent) to make 100 Gm. Distributed by 


1. A.D.R., ed. 14, p. 70 
a. A.D.R., ed. 14, p 


the Oradent Chemical Company, Inc., 
New York. 


Anesthetics—Local® 


Procaine HCl 4%, Neo-Synephrine 
1:2,500: Each cubic centimeter is stated 
to contain procaine hydrochloride, 0.04 
Gm.; Neo-Synephrine hydrochloride 
(Stearns), 0.0004 Gm.; sodium bisulfite, 
0.002 Gm., in distilled water. Marketed 
in 2.15 cc. cartridges. Distributed by the 
Star Dental Manufacturing Co., Inc., 
Philadelphia 


Admission to Accepted Dental Reme- 
dies means that the product was found 
to conform to the rules of the Council 
when it was accepted. Accepted products 
are reconsidered periodically. The files 
of the Council contain information on 
many drugs and dental cosmetics, and 
inquiries are welcomed.—Donald A. 
Wallace, Secretary. 


3. A.D.R., ed. 14, p. 39 


PRESENT STATUS OF PREPARATIONS USED 


IN IMPREGNATION FOR CARIES PROPHYLAXIS 


ECENTLY, commercial houses have 
marketed certain preparations for the 
control of dental caries by chemical 

impregnation of the tooth structure. 
Among these preparations is Impregnol, 
distributed by National Synthetics, Inc., 
in this country and by Bell-Craig, Ltd., 
in Canada. The principal basis for the 
use of these preparations is a theory of 
caries etiology and prevention advanced 
by Gottlieb.’ 

Impregnol consists of three separate 
solutions: Solution 1 contains benzene 
to remove “fatty adhesions’; solution 2 
contains a 40 per cent zinc chloride solu- 
tion and 1 per cent polyoxyalkalene sor- 
bitan monolaurate as wetting agent; solu- 
tion 3 contains 20 per cent potassium 
ferrocyanide with the same wetting agent 
as solution 2. Solution 3 is used to pre- 
cipitate solution 2. 

In his writings, Gottlieb has at times 
changed the recommendations for solu- 
tions to be used in his technic. During 
1947 he recommended four different 
series of solutions. The first was a 1 per 
cent solution of Naccanol (a wetting 
agent) followed by 5 per cent silver ni- 
trate and, for precipitation, a saturated 
solution of calcium chloride.’ In his re- 
cent book Gottlieb changes the silver 
nitrate concentration from 5 per cent to 
10 per cent. He now suggests as an alter- 
native a 50 per cent solution of zinc 
chloride precipitated by a 10 per cent 
solution of zinc ferrocyanide.* In July 
1947 he changed the percentages of these 
solutions to 40 per cent zinc chloride and 


1. Gottlieb, Bernhard, Dental Caries. Philadelphia 
Lea & Febiger, 1947, p. 230. 
2. Gottlieb, Bernhard, Caries Prophylaxis. Texas 


D. J. 65:8 (Jan.) 1947 


20 per cent zinc ferrocyanide, this to be 
preceded by petroleum benzin.* 

These preparations are based on the 
hypothesis that the initial carious lesion 
is primarily proteolytic in character and 
is aided by an invasion of micro-organ- 
isms into the lamellae or prism sheaths 
of enamel. If the hypothesis is correct, 
caries could be prevented by mechanical 
obstruction of these invasion roads. Ac- 
cording to the theory, the use of the 
above drugs should obstruct the invasion 
roads. At present, their use is based on 
the premise that the caries hypothesis 
will be verified. Contrary to Gottlieb’s 
theories is experimental evidence that the 
initial carious lesion is the result of an 
acid environment (decalcification) of the 
surface enamel.** 

The published data on the effective- 
ness of the preparations used for im- 
pregnation are limited to the work of 
Younger’ and Lazansky.* Younger’s data 
are inadequate from a statistical point 
of view, even though he found a reduc- 
tion in the incidence of dental caries. The 
number of individuals used in his study 
was too small. Some unpublished work’ 
involving another group of subjects sup- 


3. Gottlieb, Bernhard, personal communication dated 
July 16, 1947. 

4. Stephan, R. M., Intraoral Hydrogen Ion Con- 
centration Associated With Dental Caries Activity. 
J. D. Res. 23:257 (Aug.) 1944. (For further references, 
see this article.) 


5. Volker, J. F.. An Outline of Caries Prevention. 
J. New Jersey D. Soc. 19:8 (Sept.) 1947. 


6. Kronfeld, Rudolf, Histopathology of the Teeth 
and Their Surrounding Structures. Second edition 
Philadelphia: Lea & Febiger, 1939. Pp. 112-116 and 
figs. 85-90. 


7. Younger, H. B., Gottlieb’s Caries Prophylaxis. 
Texas D. J]. 62:429 (Dec.) 1944. 


8. Lazansky, J. P., The Effect of Topical Septochem 


Applications on Experimental Caries. J/. D. Res. 25: 
a1 (Feb.) 1946. 

9. Gottlieb, Bernhard, personal communication dated 
May 7, 1948 
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plements Younger’s data. Lazansky 
found that Septochem failed to reduce 
the incidence of caries in hamsters. The 
Septochem preparations consist of three 
solutions: Solution 1 contains Naccanol, 
which reduces surface tension; solution 2 
is an 8 to 10 per cent aqueous solution of 
silver nitrate; solution 3 is a sulfathiazole- 
nitric acid mixture which is used to pre- 
cipitate solution 2. It is the Council’s 
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understanding that the Septochem prod- 
ucts are no longer marketed. 

As far as the Council can ascertain, 
the effectiveness of preparations that 
have been suggested for use in impreg- 
nation has not been established. The 
Council will be pleased to receive further 
evidence concerning the value of these 
preparations and will modify its appraisal 
if their merit is scientifically established. 


COUNCIL REPORTS PROGRESS IN STUDY OF 


OCCUPATIONAL DERMATITIS AMONG DENTISTS 


uRING the past year, the Council on 

Dental Therapeutics has conducted 

a survey to determine the prevalence 
of occupational dermatitis among den- 
tists.*“* The Council has also cooperated 
with other investigators who are inter- 
ested in the subject. 

The survey of the dental profession is 
still far from completed, but results thus 
far obtained indicate that occupational 
dermatitis is rather prevalent among den- 
tists. On October 1, 1948, the Council’s 
files contained the names of 742 dentists 
reported to be hypersensitive to one or 
more items used in their practice, and 
569 of these dentists had provided in- 
formation relative to their condition. Of 
these, 437 had not obtained lasting re- 
lief from their symptoms. The results of 
the survey suggest that perhaps as many 
as 700 more dentists who have symptoms 


Rational Treatment for Procaine 
(Editorial) J.A.D.A. 35: 


1. Wanted: A 


Hydrochloride Dermatitis. 
649 (Nov. 1) 1947- 

2. Council to Investigate Occupational Dermatitis. 
].A.D.A, 35:677 (Nov. 1) 1947- 

3. Report of the Annual Meeting of the Council 
on Dental Therapeutics. J.A.D.A. 37:111 (July) 1948. 


have not reported to the Council. 
Most of those who have reported be- 
lieve that their symptoms are due to 
anesthetics for local injection, such as 
ine (“Novocain”), butethamine 
(“Monocaine”) and tetracaine (“Pon- 
tocaine’’). 


Cases of occupational dermatitis among dentists, 
reported to the Council on Dental Therapeutics 
prior te October |, 1948 


Cause 


Local anesthetics 

Unknown or not stated 

Miscellaneous drugs and chemicals. . 
Soap, water or frequent hand washing 
Acrylics 

Miscellaneous dental materials 
Butacaine (“Butyn’’) 

Tetracaine (‘Pontocaine”’ ) 

X-ray solutions 

Benzocaine 

Formaldehyde 

Rubber or latex 


= 
Number 
358 
75 
50 
35 
32 
28 
20 
14 
9 
11 
Benzalkonium (“Zephiran’”’) chloride 8 
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The causes cited most commonly are 
listed in the table. In many instances 
more than one cause was mentioned. 

Several dentists who cannot tolerate 
the more commonly used dental local 
anesthetics have reported that they are 
free of symptoms when they use pipero- 
caine (“Metycaine”) hydrochloride, a 
product of the Eli Lilly Co. Information 
received recently indicates that one of 
the dental manufacturers plans to make 
piperocaine hydrochloride available in 
cartridges. Piperocaine (“Metycaine”) 
hydrochloride is accepted by the Council 
on Pharmacy and Chemistry of the 
American Medical Association. 

The Council on Dental Therapeutics 
plans to enlist the services of its members 
and consultants throughout the country 
in an effort to complete as rapidly as 
possible its preliminary survey of the 
prevalence of occupational dermatitis 
among dentists. 

W. Harry Archer, professor of Oral 
Surgery and Anesthesia at the University 
of Pittsburgh School of Dentistry, has 
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assisted the Council in the clinical phase 
of the investigation. 

Edward Laden, of the Dermatology 
Department of the Billings Hospital of 
the University of Chicago, has provided 
diagnosis and treatment without charge 
to those dentists who were willing to 
cooperate in his study. Dr. Laden plans 
to publish soon a preliminary report of 
his findings. 

The Council has supplied information 
to the Subcommittee on Pharmacology 
of the Committee on Dentistry of the 
National Research Council, which is in- 
terested in the problem. 

The departments of Oral Medicine 
and Dermatology of one of the eastern 
universities have expressed an interest 
in the study, and the Council is coop- 
erating with them. 

Dentists who are afflicted with occu- 
pational dermatitis, but who have not 
yet written to the Council, are asked 
to write to the Council on Dental Thera- 
peutics, 222 East Superior Street, Chi- 
cago I!. 


COUNCIL ON DENTAL RESEARCH 


MORE DATA NECESSARY FOR JUDGMENT 


OF RESINOUS FILLING MATERIALS 


ket resinous filling materials that can 

be introduced into a cavity in the 
soft plastic state and are said to poly- 
merize or harden in the cavity within ten 
minutes. From the advertising matter 
that has been brought to the attention 
of the Council on Dental Research and 
from correspondence with some manu- 
facturers of these materials, it appears 


|" are appearing on the retail mar- 


evident that laboratory and clinical data 
sufficient to justify their use has not been 
made public. Therefore, the Council on 
Dental Research recommends that any 
use of these direct resinous filling mate- 
rials by dentists should be on a strictly 
experimental basis until such time as 
the effect of these materials on the health 
of the pulp tissue is established by means 
of adequate histologic investigations. 


| 


Letheon: The Cadenced Story of Anesthesia. By 
Chauncey D. Leake, Litt. B., M.S., PhD. 128 
pages. Price $2.00. Austin: The University 
of Texas Press, 1947. 

This fascinating volume resembles no other 
publication pertaining to the story of anes- 
thesia. Sixty-four pages are devoted to the 
cadenced historical narrative, an experiment 
in presenting a scientific subject in an artistic 
manner, and their contents should appeal to 
many who may otherwise hesitate to read an 
historical account. The cadence form makes 
delightful reading and its charm is not only 
in the rhythm of the presentation, but also in 
the clarity with which historical facts are pre- 
sented. 

The volume continues with a 43-page 
chronology of anesthesia and concludes with a 
g-page comprehensive index. The excellent 
chronology is of value not only to those readers 
who are in search of factual historical mate- 
rial but also should be carefully and thought- 
fully reviewed by those who profess to be spe- 
cialists in anesthesiology. We should all be 
impressed with not only how large a part of 
our modern anesthesia is based upon discov- 
eries made during earlier generations, but also 
how much remains to be solved in determining 
the true nature of pain and its control. 

It is assumed that the very few minor typo- 
graphical errors will be corrected in the second 
printing and that an adequate number of re- 
prints of this excellent volume will be made 
available for the many individuals who should 
profit by possessing such a valuable publica- 
tion.—Huberta Livingstone 


A Synopsis of Anesthesia. By J. Alfred Lee. 
254 pages with 42 illustrations. Index. Price 
$4. Baltimore: Williams and Wilkins Com- 
pany, 1947. 

The material covered by the book is much 
more inclusive than one might expect. It con- 
tains a brief, pertinent history of the develop- 
ment of the art of anesthesia, covering both 
local and general methods used to induce in- 
sensibility to pain. The anesthetic 
agents and drugs used in conjunction with 
them are briefly but rather thoroughly de- 
scribed. The chemical and physical proper- 


various 


ties and the physiologic effects of each drug 
are considered. Methods of administration with 
indications and contraindications are given. 

This book should be an excellent source of 
information and a guide for a rapid review 
of the entire subject of anesthesia. 

While the use of nitrous oxide in the prac- 
tice of dentistry is described at some length, 
anesthesia as it relates to dental practice is 
the one phase in which the book seems de- 
ficient. In examining the portion of the book 
which deals with local anesthesia, it is inter- 
esting to note that while technics are covered 
for making block injections designed to anes- 
thetize all other regions of the body, no meth- 
od is given for the use of local anesthesia in 
dental practice. Indeed, the fact that local 
anesthesia is used for this purpose is ignored 
—Warren R. Schram. 


Principios Fundamentales de Odontologia. ‘Trans- 
lation of Basic Principles in Dentistry by Vic- 
tor H. Sears. 210 pages with 67 illustrations. 
Index. Buenos Aires: El-Ateneo, 1948. 

A translation into Spanish of Basie Princi- 
ples in Dentistry, by Victor H. Sears, has been 
published for use in the Latin-American 
schools. 

In 1945 Dr. Sears made a 
principal Latin-American countries, conduct- 
ing some twenty classes at the various univer- 
sities. His lectures in Spanish were published 
in most of the official dental journals, and 
much of the teaching was incorporated in 
the university courses, but there was no cor- 
responding text available for classroom work. 

This need has now been met with Prin- 
cipios Fundamentales de Odontologia, which 
is the title of the book as translated under the 
direction of Dr. Guillermo A. Bizzozero, pro- 
fessor of Prosthetic Dentistry at the Univer- 
sity of Buenos Aires. 

The book is an exposition of the principles 
underlying dental procedures, with special 
reference to complete denture construction 
It deals with the structure and stamina of 
the tissues involved, materials, equipment and 
esthetics. Its most advanced and comprehen- 
sive treatment, however, is in the field of 
Harold S. Jennings. 
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BOOK REVIEWS 


The Diagnosis of Oral Cancer. Maurice J. 
Hickey. New England D. J. 1:15, January 
1948. 

The death rate from cancer has increased 
steadily during the last 20 years. Early diag- 
nosis of cancer is imperative if the patient is 
to be offered any hope for cure. Three ad- 
juncts to diagnosis are history, examination 
and biopsy. Cancer should be suspected if an 
oral lesion has been growing for several weeks. 
Presence or absence of pain is of little value, 
for pain as a symptom merely indicates sec- 
ondary infection of cancer. Positive diagnosis 
should never be made without a biopsy. 

With microscopic confirmation of the diag- 
nosis so readily available, there is no excuse 
for confusing syphilous or tuberculous lesions 
with cancerous lesions. Treating cancer with 
ultraviolet rays or antisyphilis remedies can 
produce disastrous results. Also likely to be 
confused with cancer are ulcerative oral le- 
sions caused by herpes, Vincent’s infection or 
irritating dentures, but such lesions readily 
respond to treatment. Lesions that do not re- 
spond readily to treatment must be considered 
cancer until a positive diagnosis is established 
by biopsy. 

Dentists must be cancer conscious, even to 
the extreme. It is far better to perform a 
biopsy of a benign lesion than to fail to per- 
form a biopsy of a malignant lesion.—James 
Springer. 


Pulp Capping . . . Is It Worth a Try? Fred A. 
Reininger, Jr. New England D. J. 1:18, Jan- 
uary 1, 1948. 

The author discusses the advisability of 
pulp capping and reports on several cases, de- 
scribing the technics used. Indications for 
pulp capping are (1) history of no pain from 
the involved tooth, or perhaps very recent 
minor discomfort, (2) marked sensitivity to 
the slightest touch of an explorer at the site 
of exposure, (3) free bleeding on exposure. 
Although root canal fillings can be placed in 
anterior teeth and bicuspids if pulp capping 
fails, it is not practical to attempt root canal 
therapy in molars because numerous and 
branching canals often allow residual reser- 


voirs of infection. 
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When “long shots” are taken, the patient 
should be told how slim the chances are. 
Reininger believes that failures in such cases 
should not influence judgment of pulpal ther- 
apy.—James Springer. 
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Titles marked with an asterisk are reviewed 
below. 
The Editor's Viewpoint.— 443. 
*Dental Development in Pituitary Dwarfism. M. 
Michael Cohen and Richard Wagner, Tufts 
College Medical School, Boston Floating Hos- 
pital and Boston Dispensary.—445. 
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1946-1947. Clarence E. Dawson, U. S. Naval 
Medical Research Unit No. 3, Cairo, Egypt. 
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*Determination of Size and Shape of the Apatite 
Particles in Different Dental Enamels and in Dentin 
by the X-Ray Powder Method. Aksel Tovborg 
Jensen and Aase Méller, Dentistry College 
and the Royal Veterinary and Agricultural 
College, Copenhagen, Denmark.—524. 


*Dental Calculus: A Bacteriological and Physical 
Study. Jacob Yardeni, Jerusalem, Palestine.— 
532. 

Salivary Citrate Content and Erosion of the Teeth. 
Eli H. Shulman and Hamilton B. G. Robinson, 
Ohio State University. —541. 


Dental Development in Pituitary Dwarfism. M. 
Michael Cohen and Richard Wagner. 

The following observations of dental devel- 
opment were made on two pituitary dwarfs 
who were observed from the ages of 2 years, 
9 months, to 7 years, 5 months, and from 15 
years, 5 months, to 19 years, 1 month: 

1. The size of the teeth in pituitary dwarfs 
is not affected by the disease. 

2. The crowns, the enamel of which is de- 
rived from the ectoderm, develop according 
to the dwarf’s chronologic age. 

3. The pulp, roots and supporting structures 
of the teeth, which are derived from the meso- 
derm, are retarded in pituitary dwarfs, even 
though the patients are intermittent 
hormonal treatment. 

4. The osseous development in the maxilla 
in pituitary dwarfism is not as greatly retarded 
as in the mandible. 

5. The maxilla, mandible and teeth have 
their individual and independent growth pat- 
terns and are affected differently in pituitary 
dwarfism. Because of lack of synchronization 
and interference with normal growth and de- 
velopment of these structures, retarded erup- 
tion of teeth takes place as well as interference 
in positional arrangement of these organs. 

6. The lack of ramus Iength growth in 
pituitary dwarfism causes inhibited growth of 
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the intermaxillary space and a failure of in- 
crease of the vertical dimension of the maxilla 
and body of the mandible. The maxillary in- 
cisors continue to erupt, causing a marked 
overbite and inhibiting the already retarded 
forward growth of the anterior portion of the 
mandible 
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A Comparison of Two Methods of Obtaining 
Biparietal and Bigonial Measurements. John W. 
Potter and Howard V. Meredith. 

A study was made of the relative adequacy 
of alternative procedures for determining bi- 
parietal and bigonial diameters. One proce- 
dure calls for direct measurement of the child; 
the other involves measurement of roentgeno- 
grams. Both were applied on a high plane of 
scientific rigor. The main sample consisted of 
94 white children between the ages of 4 and 
5 years. Supplementary use was made of a 
child’s skull, estimated age 4 years. 

Major findings were: 

1. Biparietal diameter may be measured with 
high reliability by both procedures. 

2. Bigonial diameter may be measured more 
reliably by the roentgenographic procedure 
than by direct measurement. 

3. Biparietal diameter is depicted more val- 
idly by direct measurement than by the roent- 
genographic procedure. 

The findings are considered sufficiently sub- 
stantial and differential to warrant recommen- 
dations that in growth studies on the young 
child biparietal diameter be taken by direct 
measurement and bigonial diameter be taken 
from measurement of the postero-anterior 
roentgenogram. 


Histopathology of the Dental Pulp of Dogs Fol- 
lowing Exposure. Seymour J. Kreshover and 
Gerrit Bevelander. 

This report deals with the histopathologic 
responses that were observed in the pulp of 
dogs’ teeth following exposure for periods 
ranging from 7 to 47 days. The pulp tissues 
exhibited gradations in inflammatory response 
from mild chronic to acute. These conditions 
were Characterized by necrosis, abscess forma- 
tion, vascular exudation, granulation and 
fibrosis. Introduction of dentin spicules into 
the pulp tissues appeared to stimulate the for- 
mation of a calcified tissue resembling osteo- 
dentin. 

Salivary Inhibition and Dental Caries. P. H 
Belding and L. J. Belding. 

Under natural conditions, there has evolved 
in the alimentary tract a basal flora which is 
in perfect harmony with its environment and 
lives in close biologic relation with the mucous 
membranes of the host. Bacteria respond to a 
perfect nutritional, chemical and biochemical 
environment by developing in the direction of 
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increased stability, increased resistance, pro- 
gressively lessened pathogenicity and, even- 
tually, absolute vegetation. 

There are certain forces which drive bac- 
teria into involution and vegetative existence, 
and other forces which drive them in the 
direction of evolution and increased patho- 
genicity. Sucrose, because of its inhibitory 
action on bacteria and the resultant mutations, 
is probably the most important environmental 
fattor that has interfered with functioning of 
the oral autarcetic immunity mechanism. 

It is suggested that the high incidence of 
scarlet fever, diphtheria, dental caries, appen- 
dicitis and other diseases of civilized man 
might be partially explained by the bacterio- 
logic difference that exists between modern 
and primitive communities. A diet which 
eliminates from the basal flora the mucus-pro- 
ducing streptococci, arrests dental caries and, 
by stimulating the inhibitory principles of 
Muhlenbach, tends to enhance the autarcetic 
immunity mechanism. 


Sex and Dental Caries in Albino Rats (Rattus 
Norvegicus). H. R. Hunt and C. A. Hoppert. 
The researches of the authors have proved 
that heredity, age, occlusion and the physical 
characteristics of the food are factors in the 
production of dental caries in rats. The records 
of resistant animals (853 males and 888 fe- 
males) indicate that sex is not an important 
factor in caries resistance in this species. 


Microorganisms Associated With Dente! Caries 
in the Cotton Rat. Elizabeth J. Wakeman, J. 
Knox Smith, Marie Zepplin, William B. Sarles 
and Paul H. Phillips. 

Correlation was obtained between the inci- 
dence and extent of carious lesions and the 
bacterial counts of teeth from cotton rats fed 
diets containing low levels of honey and su- 
crose. The incidence and extent of caries, and 
the corresponding bacterial counts, were much 
greater when honey replaced sucrose at similar 
levels (2 to 10 per cent) in these rations. No 
significant difference could be noted either 
in incidence and extent of carious lesions or 
in bacterial counts when the levels of sucrose 
or honey in the ration were varied from 2 to 
10 per cent. 

Of sixty-five cultures isolated from ground 
carious teeth, 77 per cent were identified as 
enterococci and 16 per cent as lactobacilli. 

The strongly proteolytic action of the enter- 
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ococci found tends to emphasize the impor- 
tance of the organic matrix of the tooth and 
its relation to dental caries. 


Paper Partition Chromatography: Free Amino 
Acids in Saliva. A Preliminary Report. Hyman 
J. V. Goldberg, J. Edward Gilda and Garson 
H. Tishkoff. 

Paper partition chromatography technic ap- 
plied to ultrafiltrates of pooled saliva showed 
the presence of thirteen free amino acids in 
saliva. The acids found were: glutamic acid, 
aspartic acid, glycine, alanine, methionine 
(sulfoxide), arginine, leucine, lysine, phenyl- 
alanine, taurine, tyrosine, valine and proline. 
The method also demonstrated peptides, but 
in this study they were not further analyzed. 

The technic has distinct advantages over 
methods previously used, in that all the amino 
acids present in saliva can be identified with- 
out interference of peptides or other nitrog- 
enous products. 


The Effect of an Acidulated Fluoride Mouthwash 
on Dental Caries. J. F. Roberts, B. G. Bibby and 
W. D. Wellock. 

The effect of a pH 4 mouthwash used twice 
a week was tested for one year on sixth grade 
children. The 187 children using an acidulated 
sodium fluoride mouthwash had a caries attack 
rate more than 30 per cent higher than 169 
children using an acidulated fluoride-free 
mouthwash. It is suggested that this negative 
effect of fluoride treatments may be the result 
of acidulation of the mouthwash used and an 
explanatory hypothesis is offered. 


How Abrasive Need a Dentifrice Be? Paul C. 
Kitchin and Hamilton B. G. Robinson. 

Nonabrasive dentifrices fail to remove a 
stained pellicle that forms to a greater or lesser 
degree on the teeth of most persons. On the 
other hand, it has been shown that some com- 
mercial dentifrices are so abrasive as to con- 
stitute a menace to exposed parts of teeth not 
protected by dental enamel. 

A series of dentifrices purchased in 1946, 
ranging from nonabrasive to very abrasive (as 
measured against tooth dentin), was used on 
the teeth of a group of heavy stainers in an 
attempt to determine the degree of abrasive- 
ness required to prevent stain. From the data 
secured, it seems reasonable to conclude that 
any dentifrice capable of cutting a notch 
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deeper than 1 mm. in the exposed area of a 
tooth root with 100,000 cross brushing strokes 
is more abrasive than necessary to remove the 
heaviest stained pellicle. 

The desirability of current data on the 
abrasiveness of commercial dentifrices as de- 
termined by testing whole dentifrices on the 
dentin of extracted teeth is indicated. 


Particle Size Determination With the Air Perme- 
ability Method. E. T. Hinkel, Jr., F. C. Nachod 
and M. L. Tainter. 

The air permeability method affords an easy, 
rapid and reproducible determination of the 
average particle diameter of powders, which 
is particularly suitable for use in routine con- 
trol procedures. Values obtained by this meth- 
od agree well with data obtained by other 
methods for determination of particle size. 

An instrument now available on the market 
which uses the air permeability principle was 
found useful in the routine determination of 
particle size diameters of a variety of powders. 
For particles in the submicron range, a modi- 
fication is described which increases the read- 
ing accuracy of the instrument in this range. 


Dental Defects and Periodontal Disease in Egypt, 
1946-1947, Clarence E. Dawson. 

An oral survey was undertaken in Egypt in 
May 1946 with the aim of determining some 
of the underlying causes for the poor oral 
health of the majority of Egyptians. Patients 
were grouped with reference to age and region 
of birth under three main headings: dental 
defects, periodontal disease, and amount and 
type of calculus. 

Analysis of the data collected on 994 Egyp- 
tian agricultural workers revealed that the 
caries index was much lower than in other 
countries with a higher standard of living. 
On the other hand, the periodontal disease 
index was much higher in Egypt. Periodontal 
disease, dental defects and calciferous deposits 
were definitely correlated with one another. 

Geographic distribution of caries was ap- 
parent, but no significant geographic differ- 
ence was found in prevalence of periodontal 
disease and calculus formation. The factors 
predisposing to periodontal disease were oral 
sepsis, diet insufficiencies induced by intestinal 
parasites, and inadequate food intake. The 
yearly average concentration of fluorides (0.71 
ppm) in the water supply at Cairo may be 
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an indication that fluorine exerts a protective 
influence against tooth decay in Egypt. 


Determination of Size and Shape of the Apatite 
Particles in Different Dental Enamels and in Dentin 
by the X-Ray Powder Method. Aksel Tovborg 
Jensen and Aase Moller. 

The sizes of the apatite particles in 5 sam- 
ples of dental enamel and 1 of dentin have 
been determined by the broadening of x-ray 
powder diagram lines. Higher dispersion than 
usual was employed. Figures ranged from some 
600 angstrom units in a fine human incisor 
to 250 or 300 angstrom units in a human 
molar. Figures far outside this interval quoted 
in literature may be rejected as incorrect 
That a monomolecular surface layer on such 
smal] particles constitutes a considerable per- 
centage of the bulk material should be con- 
templated when a chemical formula for dental 
enamel is compared with analyses. 


Dental Calculus: A Bacteriological and Physical 
Study. Jacob Yardeni. 

It is a common clinical observation that a 
tooth area covered with calculus is caries free. 
The purpose of this investigation was to deter- 
mine whether some immunizing principle 
against caries could not be attributed to 
calculus biosis rather than to its mineral con- 
tent. Saliva releases not only minerals but also 
mucin and whatever antibiotics there may be 
in saliva. These substances that have a part 
in natural resistance may infiltrate the various 
layers of calculus during its formation. 

Direct smears of crushed calculus showed 
a predominance of gram-positive filaments. 
Stained smears from the undersurface of cal- 
culus showed almost no micro-organisms. One 
hundred and eight flakes of calculus from 23 
patients were tested in solid and fluid media. 
The flakes surrounded by confluent 
growths 1 to 3 mm. in diameter, predomi- 
nantly gram-negative. Almost no proteolytic 
bacteria could be cultivated from the calculus 
Also, the germination of wheat grains in a 
petri dish was affected by the presence of 
calculus. 

The caries-preventive principle of calculus 
may be derived from some factors unfavorable 
to a gram-positive growth. Calculus seems to 
possess some weak antibiotic properties which 
may be due to antagonistic products of bac- 
a concentration of 
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terial metabolism or to 
inhibitory substances derived from the saliva. 
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Ainsworth, George C., Fort Lauderdale, 
Fla.; Tufts College Dental School, 1875; died 
September 25; aged 96. 

Baker, Arthur E., East Moline, Ill.; Dental 
School, Northwestern University, 1910; died 
October 29; aged 61. 

Baker, Hezikiah C., Moorefield, W. Va.; 
died September 9; aged 78. 

Bashore, Curtis A., Carlisle, Pa.; Baltimore 
College of Dental Surgery of the University 
of Maryland, 1900; died September 10; 
aged 68. 

Benson, William J. H., Milwaukee; Dental 
School, Marquette University, 1913; died 
October 5; aged 64. 

Bergh, Harold F., Sioux Falls, S$. D.; Den- 
tal School, Northwestern University, 1916; 
died November 3; aged 55. - 

Bookstein, Harry L., Albany, N. Y.; died 
September 22; aged 59. 

Booth, Frank M., Missoula, Mont.; Col- 
lege of Dentistry, University of Nebraska, 
1907; died October 20; aged 78. 

Bosonetto, J. M., Sapulpa, Okla.; School 
of Dentistry, University of Louisville, 1920; 
died September 10. 

Boyad, George G., Chicago; died October 1. 

Calby, J. A., Montrose, Pa.; College of 
Dental Surgery, University of Michigan, 1914; 
died October 1; aged 61. 

Caldwell, John G., Miami, Fla.; Atlanta 
Dental College; 1898; died July 12. 

Chalmers, Jesse M., Kansas City, Mo.; 
Kansas City-Western Dental College, 1921; 
died September 10; aged 56. 

Chapman, T. C., Kansas City, Mo.; Dental 
Department, Meharry Medical College, 1901; 
died October 11; aged 71. 

Cirrito, Sebastian E., Brooklyn; College of 
Dentistry, New: York University, 1938; aged 
39; died November 8. 

Clapp, Edwin, Shelburne Falls, Mass.; 
Philadelphia Dental College, 1904; died Sep- 
tember 8; aged 65. 

Clayton, Walter F., High Point, N. C.; 
Baltimore College of Dental Surgery, 1907; 
died October 25; aged 61. 

Connor, William L., Hamden, Conn.; 
School of Dentistry, Temple University, 1925; 
died November 5. 

Cook, Harry, Philadelphia; School of Den- 
tistry, Temple University, 1901; died Sep- 
tember 25. 

Cooksey, Claude B., Washington, D. C.; 
Dental Department, George Washington Uni- 
versity, 1905; died October 22; aged 71. 


Corbett, Francis A., Newport, R. I.; Tufts 
College Dental School, 1901; died October 
29; aged 71. 

Craine, Claude W., Denver; School of Den- 
tistry, University of Denver, 1904; died Oc- 
tober 6; aged 66. 

Cummins, Eugene, Hollis, Okla.; died Oc- 
tober 8; aged 28. 

Darrow, Myer, Paterson, N. J.; Medico- 
Chirurgical College of Philadelphia, 1914; 
died October 19; aged 61. 

Dickinson, Charles A., School of Dentistry, 
University of Pennsylvania, 1901; died Oc- 
tober 19; aged 68. 

Dietrich, A. E., Pittsburgh; Pittsburgh 
Dental College, Western University of Penn- 
sylvania, 1900; died October 20; aged 72. 

Digges, Charles W., Columbia, Mo.; School 
of Dentistry, Washington University, 1902; 
died November 6. 

Doane, Arthur G., Northampton, Mass.; 
School of Dentistry, University of Pennsyl- 
vania, 1887; died October 14; aged 75. 

Dowd, John W., Riverside, Calif.; School 
of Dentistry, University of Buffalo, 1906; died 
August 14. 

Downey, Joseph, Toluca, IIl.; Dental 
School, Northwestern University, 1905; died 
October 19; aged 67. 

Dunmier, Raymond W., Los Angeles; died 
October 17; aged 43. 

Dunn, Joseph M., Bradford, Pa.; School 
of Dentistry, University of Pittsburgh, 1927; 
died October 17; aged 44. 

Durrant, James B., Rochester, N. Y.; 
School of Dentistry, University of Buffalo, 
1906; died September 14; aged 63. 

Eberhart, Fred C., Smyrna, Ga.; died Oc- 
tober 17; aged 45. 

Edwards, Charles K., Dalton, Ga.; died Oc- 
tober 2; aged 41. 

Emons, Matthew S., Kankakee, IIll.; Chi- 
cago College of Dental Surgery, Dental De- 
partment of Loyola University, 1916; died 
October 2; aged 52. 

Emrich, Samuel D., Pittsburgh; School of 
Dentistry, University of Pittsburgh, 1910; 
died October 19; aged 64. 

Falls, Pleasant R., Gastonia, N. C.; Balti- 
more College of Dental Surgery of the Uni- 
versity of Maryland, 1899; died October 2; 
aged 71. 

Feild, Moyland C., Petersburg, Va.; Dental 
Department, University College of Medicine, 
1904; died October 27; aged 68. 
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Fisher, Milton H., Tacoma, Wash.; School 
of Dentistry, North Pacific College of Oregon, 
1912; died November 6; aged 56. 

Flannery, Joseph A., Chicago; College of 
Dentistry, University of Illinois, 1912; died 
September 24; aged 63. 

Flexer, George A., Allentown, Pa.; Thomas 
W. Evans Museum and Dental Institute 
School of Dentistry, University of Pennsyl- 
vania, 1897; died October 17; aged 75. 

Garnes, James A., Charleston, W. Va.; died 
August 6; aged 82. 

Garretson, John L., Buffalo, N. Y.; School 
of Dentistry, University of Buffalo, 1910; died 
November 4; aged 63. 

Gibson, George H., St. Louis; Dental De- 
partment, Marion-Sims College of Medicine, 
1896; died October 3; aged 85. 

Gilbert, Guy W., Brockton, Mass.; Har- 
vard University Dental School, 1896; died 
October 23. 

Gordon, Alexander F., Northampton, Mass. ; 
College of Dental Surgery, University of 
Michigan, 1901; died October 3; aged 83. 

Greeley, Francis J. Hartford, Conn.; died 
September 28; aged 59. 

Greenstein, Morris, Wilmington, Del.; 
Schoo! of Dentistry, University of Pennsyl- 
vania, 1916; died October 14; aged 52. 


Haigh, George E., Jefferson City, Mo.; 
Dental School, Northwestern University, 1903; 
died September 10; aged 69. 


Hambleton, Gale M., Chicago; Chicago 
College of Dental Surgery, 1915; died Octo- 
ber 22; aged 63. 

Hansen, Harold L., St. Louis; School of 
Dentistry, Washington University, 1921; died 
October 4; aged 50. 

Hardin, Jamie M., Missoula, Mont.; School 
of Dentistry, University of Denver, 1909; died 
in September; aged 60. 

Heath, Edmond P., Brentwood, Pa.; died 
October 10; aged 70. 

Hellwarth, Roy W., Dodge City, Kan.; 
Ohio College of Dental Surgery, University 
of Cincinnati, 1900; died November 10; 
aged 72. 

Hitler, Gay L., Circleville, Ohio; Ohio Col- 
lege of Dental Surgery, University of Cincin- 
nati, 1905; died October 28; aged 66. 

Hoyer, Frank F., Owosso, Mich.; College of 
Dental Surgery, University of Michigan, 1880; 
died September 27; aged 91. 

Hubbard, Horace B., Butler, Ind.; died Oc- 
tober 3; aged 84. 

Huber, Clinton J., Seattle; Barnes ental 
College, 1912; died October 20; aged 59. 

Hussong, Roger L., Buffalo, N. Y.; Balti- 
more College of Dental Surgery of the Uni- 
versity of Maryland, 1904; died November 2. 
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Hysong, J. H., East Palatka, Fla.; Pitts- 
burgh Dental College, Western University of 
Pennsylvania, 1902; died August 24; aged 80. 

Imlay, Harry M., Bordentown, N. J.; 
School of Dentistry, University of Pennsyl- 
vania, 1912; died October 7; aged 59. 

Jacobi, Sidney F., Glendale, Calif.; Thomas 
W. Evans Museum and Dental Institute 
School of Dentistry, University of Pennsyl- 
vania, 1891; died September 16; aged 79. 

Johnson, John E., Bakersfield, Calif.; Col- 
lege of Dentistry, University of California, 
1928; died October 31; aged 44. 

Johnston, Roy R., Los Angeles; School of 
Dentistry, University of Pennsylvania, 1897; 
died October 5; aged 72. 

Kail, Ira J., Huntington, W. Va.; Depart- 
ment of Dentistry, Starling-Ohio Medical Col- 
lege, 1908; died August 12; aged 66. 

Ketcham, Herman B., Auburn, N. Y.; Indi- 
ana Dental College, 1916; died August 3; 
aged 72. 

Kettlewell, Norman L., Wilmette, IIl.; 
Dental School, Northwestern University, 1944; 
died November 5; aged 28. 

Knemoeller, William F., Fairmount, Ohio; 
Ohio College of Dental Surgery, Dental De- 
partment of the University of Cincinnati, 
1904; died October 3; aged 75. 

Lambach, Hugo C., Chicago; Dental School, 
Northwestern University, 1905; died October 
17; aged 68. 

Lee, R. G., International Falls, Minn. ; Col- 
lege of Dentistry, University of Minnesota, 
1921; died October 21; aged 48. 

Lyle, John W., Carthage, Miss.; died Sep- 
tember 16; aged 78. 

Lyons, Clarence, Lubbock, 
September 21; aged 44. 

Lyons, J. Kenneth, Jackson, Mich.; Col- 
lege of Dental Surgery, University of Michi- 
gan, 1924; died October 30; aged 46. 

McAneny, Peter A., Johnstown, Pa.; De- 
partment of Dentistry, Medico-Chirurgical 
College of Philadelphia, 1902; died August 
30. 

McBean, Charles O., Los Angeles; College 
of Dentistry, University of Southern Califor- 
nia, 1906; died October 3; aged 64. 

McPherson, Daniel G., Los Angeles; died 
October 5; aged 95. 

Maguire, George E., Peabody, Mass.; died 
September 27; aged 79. 

Manchester, Frank B., Wilmington, Del.; 
School of Dentistry, University of Pennsyl- 
vania, 1895; died October 24. 

Mann, Josiah, Middleburg, N. Y.; Ohio 
College of Dental Surgery, University of Cin- 
cinnati, 1894; died October 30 
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